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An Effective Remedy for 
Nervous Sleepless Patients 


_ NEURONIDIA 


Palatable Well-Tolerated Reliable 





Allaying Restlessness and Producing Refreshing Sleep. 


Especially indicated in insomnia from mental 
strain, neurasthenia and other neuroses; 
also an excellent sedative in sea-sickness. 
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Important Therapeutic Indications in Diseases 
of the Urinary Tract 


Fulfilled by 


URIFORM 


Highly recommended in the treatment of 


















CHRONIC URETHRITIS VESICAL CATARRH 
PROSTATITIS VESICULITIS 
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BECAUSE: ers ce 
_ It sterilizes the Urine Reduces Congestion 
Arrests Discharge Allays Pain 


DOSE: One to two teaspoonfuls three times daily. 
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The General Practitioner’s Problem in the Diag- 
nosis and ‘Treatment of Syphilis 


BY JOHN H. STOKES, A.B., M.D. 


Professor of Dermatology and Syphilology, School of Medicine, University of Pennsylvania 











An editorial invitation to discuss ways 
and means by which the physician in aver- 
age practice may adjust himself to better 
advantage to the problem which syphilis 
presents, may be answered by a species of 
paragraphic stock-taking of the situation as 
it appears to a specialist. Such presenta- 
tions while unavoidably dogmatic have per- 
haps a certain value as marking a base-line 
for progress. As such this summary is 
offered, with apologies for the many things 
unsaid or imperfectly said of this highly 
complex and rapidly changing field. 

Try to Get Ahead of the Disease-—In no 
problem in medicine is there more need for 
a preventive outlook, a determined search 
for the earliest sign, or an invincible sus- 
piciousness than in dealing with syphilis. 
The treatment of overlooked and neglected 
consequences forms too large a part of the 
business of the physician to-day. The ef- 
fort to identify the syphilitic infection in 
the first few hours and days of its course 
by readier use of the Wassermann test on 
the blood, and by the same test applied to 
the chancre fluid; the use of the dark field, 
unfortunately still entirely too unfamilar to 
the majority of physicians, and the con- 
stant effort to improve staining methods 
so as to preserve the form and character- 
istics of the Sp. pallida, should be con- 
stantly encouraged. The reports coming at 
the present time from countries in which 
medical control of the infected patient has 
been brought to a higher degree of perfec- 


tion than in this country, definitely indi- 
cate that there is a decidedly increased 
possibility of complete suppression of the 
disease by intensive treatment begun before 
the appearance of the positive blood Was- 
sermann reaction. It is worth while then 
to try to identify the earliest sign of a fresh 
infection, and to treat immediately upon 
its discovery, especially if the blood Was- 
sermann reaction be still negative. 

But our obligation to get ahead of the 
disease is not confined to chancre and sec- 
ondaries. It must be realized that a syphi- 
litic infection is general before the appear- 
ance of the chancre, and that treatment can 
perhaps profitably attempt to take advan- 
tage of an interval of suspicion before the 
actual appearance of the primary lesion, by 
prophylactic arsphenamine treatment of the 
exposed patient. European and some Amer- 
ican observers are apparently supporting the 
view that treatment of a patient who can 
be found by examination of his contacts to 
have been definitely exposed to syphilis in 
an infectious state, yields worth-while pre- 
ventive results if undertaken within a few 
days after exposure. Personally I have not 
thus far subscribed to some of the extreme 
views, which treat patients prophylactically 
a week or two after exposure. But I do 
believe that in a disease such as syphilis, in 
which a complete infestation with the para- 
site results automatically in pathologic pro- 
cesses that make the infectious agent in- 
creasingly inaccessible to drugs (as a re- 
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sult of endarteritis and fibrosis), the time 
for drug treatment is early. There is no 
earlier or more hopeful time than the first 
day or two after the Spirocheta pallida 
gains entrance to the body. After exten- 
sive multiplication and wide dissemination 
of organisms may have occurred, prophy- 
laxis should merge rather into treatment, 
and as such may be postponed to advantage 
until the clinical evidence of the disease is 
indubitable and the patient left with no 
uncertainty as to his condition. With the 
increasing perfection of observational con- 
trol and periodic health examination, less 
and less is to be feared from arsphenamine 
prophylaxis which is not properly followed 
up. For it goes without saying that pro- 
phylaxis should be followed up by at least 
a year or two of observation. 

Getting ahead of syphilis in the later 
years of the infection involves a return to 
old-fashioned clinical acuteness as well as 
a more liberal use of important laboratory 
aids such as the routine blood Wassermann 
test and the spinal fluid examination. There 
is no difficulty at all in gathering from the 
clinical material of large services examples 
of habitual under-estimation of the Was- 
sermann as a protection against blunders 
in upper abdominal diagnosis, or of the 
clarifying effect of a spinal fluid examina- 
tion in supposed gastric neuroses and func- 
tional disturbances. Syphilis of the liver 
is a particularly fertile field for the detec- 
tion of syphilis by a combination of clinical 
acuteness and the routine blood Wasser- 
mann reaction. Ina series of four hundred 
cases recently examined at the Mayo Clinic 
it was found that asymptomatic enlargement 
of either the liver or spleen occurred in 15 
per cent of the patients. There was no 
difficulty whatever in finding clinical ex- 
amples to show that the failure to check 
such a finding from the standpoint of 
syphilis was a fertile source of regrettable 
later crippling from advanced gummatous 
change and syphilitic cirrhosis. The gall- 
bladder syndrome may be mimicked by 
syphilis to absolute perfection in every one 
of its aspects, and at operation the me- 
chanics of the mimicry, in the form of 
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thickened _gall-bladders involved in syphi- 
litic perihepatitis, local gummatous oblitera- 
tions and obstructions, and even pedicled 
gummas simulating gall-bladders, can be 
found. The protection of the patient from 
this source of error, and the anticipation of 
complications from misdiagnosis and neg- 
lect, demands the routine use of the blood 
Wassermann reaction in all surgical diag- 
nosis in the abdomen, and for that matter 
throughout the body. 

Cardiovascular syphilis provides as yet 
unexploited possibilities for the preven- 
tionist in syphilis. The detection of the 
tambour aortic second sound as described 
by Willius, and the demonstrations of the 
syphilitic character of the underlying lesion 
that follows a therapeutic test, is a revela- 
tion in the clinical possibilities of non-Was- 
sermann diagnosis in the control of one of 
the most tragic aspects of the disease. The 
systolic aortic murmur can well bulk larger 
in the clinical detection by physical signs 
of early and hence treatable cardiovascular 
syphilis. It is worth while to recall that 
vascular syphilis is not always blood Was- 
sermann positive syphilis. 

In essence, then, the physician, it seems to 
me, can afford to increase his appreciation 
and use of laboratory guides in early 
syphilis in which it is paramount; he can 
intelligently routinize the application of the 
blood Wassermann test to much of surgical 
diagnosis ; and he can afford to give more 
credence and use more therapeutic tests in 
dealing with the signs of syphilis from 
vital structures before damage to them 
reaches the point where a second-year med- 
ical student could not miss it. Intelligent 
Wassermann interpretations are of course 
the crux of the matter, and “intelligent” 
means suitably mixed with sound clinical 
judgment and a wide experience with the 
extraordinary versatility of syphilis as an 
imitator. 

The Obligation to Trace the Source.— 
This is one which no socially minded phy- 
sician will forget. It is an obligation which 
devolves peculiarly upon the general prac- 
titioner in private practice and upon the 
clinic in public work, for the specialist, 














apart from his contact with familial syphilis, 
has much more difficulty in reaching the 
source of infection in an early case. Sys- 
tematic and energetic search for the source 
of each syphilitic infection and the control 
of that source bulk as large in the medical 
programme against syphilis as does the ex- 
termination of rats in the control of the 
plague, or of quarantine in scarlet fever. 
It is an axiom often quoted but easily for- 
gotten that every syphilitic patient comes 
from a syphilitic. Until we meet our obli- 
gation in following up the source, we are 
treaters of consequences, not causes, and 
to that extent are neglectful of our public 
duty. It is in this direction that I have 
found the codperation of an active state 
venereal disease control service a most val- 
uable asset. The effectiveness of such a 
service in tracing sources and bringing 
them under treatment is the soundest 
measure of its public utility and right to 
support. This means to my way of think- 
ing that the state Wassermann laboratory 
and the social service workers are two 
items in its budget which the effective state 
agency will fight for to the last ditch. 
Cheaper Trustworthy Diagnostic Service. 
—I am not planning to discuss here the 
organizational phase of treatment, and the 
reduction of expense for the individual 
patient by this means, but rather to impress 
the notable contribution to the general prac- 
titioner’s control of syphilis which can come 
from an effective and cheap Wassermann 
laboratory, public or private. One who has 
worked much in the Middle West thinks at 
once of Michigan under Olin and Kahn, 
and Minnesota under Irvine and Stern, 
which have made notable demonstrations of 
what enthusiasm and energy can do with 
very little money, in cheapening the Wasser- 
mann for general use, without reducing it 
to worthlessness as a technical instrument 
through inaccuracy. The ten-dollar and 
even the five-dollar blood Wassermann test, 
I make bold to say, are proper for those who 
can afford them, but out of reach of too 
large a proportion of patients who none the 
less should pay something. It is possible, 
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according to some observers, to do.an accu- 
rate Wassermann test for as little as a 
dollar and a half, including salaries, upkeep, 
reagents, and mailing expense. I am cred- 
ibly informed that the cost of the test can 
be reduced to less than a dollar in large scale 
work, and still remain properly controlled 
and reasonably reliable. Under such con- 
ditions the detection of syphilis, which is 
more and more retreating behind a mask of 
invisibility, becomes easier, and the applica- 
tion of the test to those of moderate means 
who need it most, no more difficult than 
among the poor. The refinements of syphi- 
lologic diagnosis call for a liberal use of the 
test, and it should be made generously and 
freely available. In such a development of 
Wassermann facilities it should be borne in 
mind, as Irvine has emphasized, that the 
technical procedure used should not be so 
sensitive as to call for too much interpreta- 
tion of the result by the practitioner. Repe- 
tition of the test if the results seem inappli- 
cable to the case, and in fact routine repe- 
tition, should be encouraged, and is the 
greatest safeguard against mistakes. It can 
only be utilized to the full by a cheapening 
of the test itself. It is not a socialization of 
medicine for the physician to urge the 
establishment and maintenance of a compe- 
tent state Wassermann laboratory and its 
proper coéperation with a clinic for syphilis. 
It is worth going into politics to get it. 

Know the Clinical Earmarks of Relapse. 
—Syphilis is the relapsing disease par excel- 
lence. There comes to every one who deals 
with it to only a limited degree the moment 
when his credulity is exhausted, when his 
ability to accept the miracles of come-back 
and variability which it can accomplish 
simply ends. He confronts the picture of 
a third and a fourth relapse, or a relapse 
after the best directed effort of which mod- 
ern knowledge is capable, and simply says 
“it just can’t be syphilis back again.” Yet 
it can be and is. In fact there is ground 
for believing that syphilis is more relapsing, 
more resistant than it has been in the ‘past, 
or at least in the early arsphenamine era. 
It can be safely said clinically that relapse 
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is always possible, always even likely, and 
that if the lesion conforms to the charac- 
teristics of syphilis, it is syphilis, no matter 
how much treatment the patient has had, 
or how long he has remained free from 
manifestations. In the detection of the 
syphilitic relapse the physician should ac- 
custom himself to peering into out-of-the- 
way corners of the body. He should see 
the mucous membranes of the mouth and 
throat entire, and not cover the recurrent 
mucous patch with his tongue depressor or 
the early septum perforation with his nasal 
speculum. He should look at the soles of 
the feet, and the palms of the hands, and 
most of all at the posterior surface of the 
scrotum and the anal ring, so fertile a 
source of chagrin to the hasty examiner 
whose work is later checked by a specialist. 
Recurrences on the skin are not glaringly 
conspicuous. They may be the faintest of 
roseole; the most insignificant groups of 
follicular or papular lesions on the back, the 
flanks, the wrists. An unending vigilance 
toward visible relapse is essential to the 
modern physician’s mental equipment for 
dealing with syphilis, for in the late sec- 
ondary period and in the predegenerative 
years of the disease, these visible signs may 
be all that will arouse suspicion or even 
make the diagnosis. One should learn to 
know and trust visible signs of syphilis, to 
follow them up and to check them by obser- 
vation. 

Paper Syphilis. — There has developed 
with the increased use of diagnostic tests 
a paper syphilology, visible only on the 
records of the case, very important espe- 
cially in diagnosis, important too in treat- 
ment, but perhaps more subject to abuse in 
this latter phase. I refer especially to the 
early evidences of involvement of the nerv- 
ous system in the period of late secondaries 
or early latency—the asymptomatic neuro- 
syphilis which is only identified prior to the 
onset of degenerative neurologic signs, by 
an examination of the spinal fluid. I have 
not hesitated to contend repeatedly on the 
basis of my own experience that no one 
should treat syphilis who is not willing and 
able to secure for his patient the benefit of 
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these checks on his invisible involvements. 
They must be recognized in time if preven- 
tive measures are to be of use, and they 
can be made available to every one by clin- 
ical or consultation service if the practi- 
tioner hesitates to undertake the technical 
problems and procedures involved. In the 
examination of the eye and the ear, the 
neurological examination of the peripheral 
nervous system, the expert examination of 
the heart and the serologic examination of 
the spinal fluid, we have methods of un- 
paralleled efficiency in detecting serious 
potential degenerative change. The spinal 
fluid examination is safe, if around it are 
thrown the precautions which experience 
has now well established. It must be tech- 
nically correctly performed, and with a 
minimum of inconvenience and trauma, in 
order to avoid reaction, to make the results 
readable and interpretable, and to induce 
the patient to submit to a repetition if there 
is subsequent need for it in observation or 
treatment. The bungling lumbar puncture 
sets back the effective diagnosis and con- 
trol of syphilis by much more than the one 
patient who refuses to submit a second time 
to such an operation, and whose “dry tap” 
or few drops of bloody fluid are worthless 
for a real interpretation of his condition. 
Adequate spinal fluid examination is not 
easy, adequate spinal puncture not simple, 
yet both are entirely available to the phy- 
sician who will either take the necessary 
training to produce the result, or seek aid. 
The reactions to spinal puncture still loom 
rather large as impediments to its freer use, 
but if the patient be kept in bed, the small- 
est needle consistent with safety be used, 
the least possible trauma inflicted, and seda- 
tives employed after the test to keep the 
patient quiet, mentally and physically, the 
incidence of reaction has not in my expe- 
rience exceeded twenty-five per cent, and 
has not interfered with the effective use of 
the test in both diagnosis and treatment. 
Paper syphilology includes the fixed posi- 
tive Wassermann, that string of disconcert- 
ing four-pluses down the record page which 
is the béte noire of modern treatment. There 
is evidence to indicate that the fixed posi- 
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tive Wassermann is on the increase, not 
because modern methods and drugs are be- 
ing unintelligently used, but because there 
is a change occurring in the character of 
the disease itself. This it is impossible to 
discuss here, further than to say that the 
fixed positive test should, in my opinion, 
be a signal for consultation and for the 
most persistent observational follow-up. It 
has stood so many times in my experience 
for an involvement of the root of the aorta 
that I cannot dismiss a patient who pre- 
sents it as one having a trivial infection. A 
good listener should hear the heart at inter- 
vals. The spinal fluid must of course be 
examined in all cases of persistent positive 
blood Wassermann reaction. A change in 
the angle of attack by the use of other 
drugs than the conventional ones is indi- 
cated. The patient who responds nega- 
tively to all investigation should not be 
allowed to drop with mere reassurance until 
a definite change in methods has led to no 
results. Rest from treatment, too easily 
forgotten, may be a therapeutic measure of 
the highest worth, but never one to be used 
without observational checks. 

Watch the Cardiovascular and Nervous 
Systems.—The cardiovascular and nervous 
systems represent, in my experience, the 
unconquered territory of the syphilis which 
is not cured outright by an intensive mod- 
ern treatment technique employed at the 
outset. Some of the best early results I 
have believed myself to have attained, have 
gone the road of neurorecurrence and aorti- 
tis in subsequent years of observation. The 
remedy is not obvious, much as one would 
like to say it is. It is not to be found alone 
in education of the medical profession to 
redoubled intensity, bigger doses, more 
drugs, shorter intervals. This is the true 
field of collaborative and combined judg- 
ment in the diagnosis and treatment of 
syphilis, one in which the individual phy- 
sician trying to act alone is too often help- 
less. With a cardiologist, a neurologist, an 
ophthalmologist, a neurotologist and a ro- 
entgenologist at hand to buttress the syphil- 
ologist if he cannot combine their virtues 
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in himself (and he cannot), the patient has 
at best only that frail measure of protec- 
tion which our still too coarse methods of 
combing the structures involved can supply. 
The general practitioner can afford to call 
for all the aid available and to draw upon 
the full resources of his own experience, 
in dealing with the two weak spots in mod- 
ern clinical syphilology as it concerns the 
individual patient. In this effort to draw 
to the protection of the patient the re- 
sources of special judgment, we encounter, 
as we did in diagnostic tests, the issue of 
expense. 

The Common Mistakes of Treatment.— 
When truth to-day may be error to-morrow 
it is of course impossible to speak dogmati- 
cally on this point. But one cannot help 
being impressed with the prevalence of the 
inadequate, the known inadequate, simply 
because it is the convenient, the easy, the 
accessible way of treating syphilis. A few 
doses of one of the admittedly weaker 
arsphenamines, a few doses of a compara- 
tively feeble mercurial, a negative blood 
test, and then instant and final dismissal of 
the patient as “cured,” are still too common. 
It is small wonder when the literature of 
the subject is a hodgepodge and there are 
no interpretative texts. The practitioner 
grasps at formulas within the means or con- 
venience of his patient, rather than at 
rationalization through his own understand- 
ing of the.reason for what he is doing. 

The moment a specialist dares a pro- 
nouncement on the treatment of syphilis, 
both he himself and his confréres regret it 
for its qualifications. But attempting such 
a pronouncement I should offer a decalogue 
of principles as follows: 


THE DECALOGUE OF TREATMENT. 


. Believe in treatment. 

. Treat to cure, not merely to cloak. 

. Know why as well as how. 

. Avoid therapeutic experimentalism. 

. Value system. 

. Educate the patient. 

. Use consultation. 

. Maintain adequate records and study them. 
. Plan for lifelong observation. 


10. Meet the family and social problems of the 
disease. 


WOONANHLWNH 
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By way of specific suggestions I would 
say: 


1. Use less neoarsphenamine. 

2. Don’t take non-infectiousness on faith, or 
decide the question by applying a formula, or 
taking a Wassermann. 


3. Don’t think that merely raising the dose 
cures. 


4. Get ahead of the early infection and use 
large dosage early, moderate dosage late. 

5. Avoid rest intervals in the first year. Give 
three courses each of mercury and arsphenamine. 

6. Use mercury effectively, as inunctions or a 
soluble salt if possible. 


7. Avail yourself of bismuth as an alternate 
to mercury, but don’t overdose. 

8. Systematize and overtreat the early case. 
Individualize, and, as judged by early standards, 
undertreat the late case. 


9. Reduce mouth medication, except iodides, 
almost to zero. 


10. Control the invisible by spinal fluid exam- 


ination and early attention to special signs and 
structures. 


The Organization of Modern Syphilology. 
—Few diseases to which mankind is victim 
respond on the whole more gratifyingly 
to organizational supervision than syphilis. 
The mechanism of follow-up, the value of 
easily accessible consultation for the de- 
tection of the multiplicity of signs and 
symptoms which make up the mile-posts of 
the disease, and the success which attends 
on determined application of technically 
elaborate and special methods, all seem to 
fit in with an organizational approach. 
Thousands of spinal fluid examinations can 
be done without mishap and with a mini- 
mum of inconvenience. Hundreds of 
thousands of Wassermann tests make the 
organization personnel soon acquainted with 
the virtues and limitations of the procedure. 
In a month it is possible to ascertain with 
definiteness the complications and the ad- 
vantages and disadvantages of some forms 
of therapy. Yet there remain the factors 
of individualization, and the follow-up of 
results, both so vital to a well-rounded pro- 
gramme, in which the solitary practitioner 
and the consultant in private practice, 
knowing his patients intimately, have defi- 
nitely the advantage. Only a small propor- 
tion of the syphilis in existence can remain 
consistently under one guidance, highly 
individualized, skilfully directed, perfectly 
treated, to the best personal outcome. The 
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problem of how to combine the personal 
control and the accessibility of the practi- 
tioner with the sweep of judgment and the 
special service of the consultant organiza- 
tion has been a puzzling one for some years. 
Germany prepared for the post-war problem 
of the venereal diseases by the develop- 
ment of advisory centers, to which the men 
infected during the war would be paroled, 
and from which the direction of their treat- 
ment would be undertaken, the actual 
manipulations being carried out by the in- 
dividual physicians at the patients’ places of 
residence or work. 

There is much to commend this degree 
of central control in the management of 
syphilis, for as I have often said, the phy- 
sician in the field is the rifleman and the 
line officer, who is supported, guided and 
at times controlled from a central head- 
quarters into which come the bird’s-eye re- 
ports of the field as a whole. The technical 
methods for the actual treatment of syphilis 
are being made available, both by better 
training of graduates and by simplification 
of the procedures themselves, as in the sub- 
stitution of intramuscular for intravenous 
methods. The advisory center and the 
consultant in syphilis will ultimately take 
the same position that is gradually being 
accorded them in tuberculosis, infant wel- 
fare, heart disease, etc. The patient will 
report periodically, with the sanction or 
under the direction of his physician, to a 
codperator who will undertake such special 
parts of the check-up as the physician him- 
self cannot successfully perform or does 
not care to undertake. Consultation on spe- 
cial aspects will be had at a price which 
more patients can meet. The organized 
public service or hospital unit will arrange 
such care for the social service classes. The 
physician will expect and receive an ac- 
count of the situation, a rationalization of 
the procedures, and will in return assist in 
the accumulation of data by systematic re- 
checking, at the center which alone can 
determine when used en masse the worth 
of present-day methods. I paint, of course, 
a syphilologic Utopia, yet one not impossi- 
ble—in fact not difficult of realization. 








Bismuth Salicylate in the Treatment of Syphilis 
BY EDGAR G. BALLENGER, M.D. 


AND 


OMAR F. ELDER, M.D. 
Atlanta, Ga. 


A few years ago when the French syphi- 
lographers began to report favorably upon 
the use of bismuth in the treatment of 
syphilis, we were unable to secure the 
preparation they were using and began 
some experimental work with bismuth 
salicylate. 

We hoped that salicylate of bismuth 
might prove itself to be of as much value 
as salicylate of mercury because of the 
rather loose manner in which the radical 
is held. 

An emulsion of bismuth salicylate was 
prepared with the addition of camphor dis- 
solved in creosote. From our early work 
with salicylate of mercury so prepared we 
concluded that it might be of value in the 
preparation of salicylate of bismuth as it 
would lessen the pain and render the 
technique of administration less exacting. 
This accounts for the combination of cam- 
phor and creosote in the olive oil suspen- 
sion. This has been so thoroughly satisfac- 
tory that we have seen no reason for chang- 
ing the formula. 

Animal experimentation soon demon- 
strated that this combination of bismuth 
was relatively non-toxic and that very little 
pain was caused by its intramuscular injec- 
tion. It was found, furthermore, that it 
was readily absorbed when so administered. 

Dark - field observations showed the 
masses to be small and varying considerably 
in size. Theoretically, this seemed to offer 
an advantage because the small masses 
probably would be promptly absorbed and 
the larger ones at a later period. By this 
variation in size it was hoped that the cura- 
tive amount of bismuth would be evenly 
maintained, and apparently such is the case. 

In view of these and other advantages, 
bismuth salicylate was given a test in the 
Gray Clinic, Medical Department of Emory 
University, also in our private work with 
patients who failed to give negative Was- 
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sermann tests after prolonged mercury and 
arsenic medication. So satisfactory were 
the results that finally it was used to sup- 
plement the course of arsphenamine and 
mercury as a routine. Since November, 
1922, we have administered 1507 intramus- 
cular injections to 103 patients. At the 
present time we think it is less effective as 
a rule than the arsphenamines, but more 
effective than mercury and better borne 
than either. During the past year we have 
had a larger percentage of negative Was- 
sermann tests than we have ever had be- 
fore. As no other change has been made 
in our plan of treatment, we attribute the 
better results to the use of bismuth, which 
all of our luetics were given in addition to 
the usual courses of arsphenamine and mer- 
cury. In some cases it seemed more effec- 
tive than any of the arsenical preparations, 
especially in certain neurological cases, in 
iritis, and in broken-down gummatous 
lesions. 

The dose well tolerated is much larger 
than is the dose requirgd to produce results 
equivalent or superior to mercury. 

When administered to patients who have 
active syphilitic manifestations, the prompt- 
ness of the recession of the lesions demon- 
strated the active spirocheticidal value of 
bismuth. At present we cannot say that 
it cures one phase of syphilis better than 
another. In no instance have we seen 
active processes which did not recede after 
its administration. 

Besides being a potent remedy, bismuth 
salicylate is well tolerated, causing little 
pain and infiltration at the site of the injec- 
tion, and patients do not object to its con- 
tinuation over long periods of time as they 
often do with salicylate of mercury and 
other such remedies. 

It is practically the unanimous opinion of 
those studying bismuth preparations that 
the intravenous injections of bismuth in a 








160 


colloidal state, or in a solution, are too 
toxic as well as too fleeting in their action 
to be of value as a therapeutic remedy. The 
relatively slow and more or less even 
absorption of the insoluble salts of bismuth 
makes them the preparations of choice. 
There appears to be little difference in the 
therapeutic value of the insoluble salts of 
bismuth, the reports in the literature being 
strikingly similar as to results, tolerance, 
toxicity, etc. 

Most of our patients were given 2 or 3 
grains of bismuth salicylate at intervals of 
three or four days until ten or twelve doses 
had been given, or until the margin of the 
gums became darkened, at which time the 
injections were discontinued. This discol- 
oration at the gingival margin is a warning 
of approaching toxic effects, such as foul 
breath, stomatitis, etc. 

While 2- or 3-grain doses have been given 
about twice a week, we hope to be able to 
report later that it is possible to obtain 
satisfactory results with 4-grain doses given 
once a week where it is not practicable for 
a patient to report oftener without making 
a sacrifice. A few patients who could re- 
port only once a week have been treated 
with arsphenamine and a large dose of bis- 
muth at the same time. Such treatments 
have been well tolerated and effective. Most 
of our patients received ten medium size 
doses of arsphenamine or sulpharsphena- 
mine, with intervals of three or four days 
between the treatments, unless some cause 
justified a longer interval. 

After the course of arsphenamine was 
given, we began the injections of bismuth 
salicylate and continued them every three 
or four days until ten or twelve were given. 
We then repeated the course of arsphena- 
mine in the same manner, and finally gave 
ten or twelve more intramuscular injections 
of the bismuth salicylate. This made in all 
twenty doses of arsphenamine and twenty 
to twenty-four doses of bismuth salicylate 
over a period of five or six months. 

Mercury and iodides were administered 
intravenously, intramuscularly or by mouth 
according to requirements. Further courses 
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of arsphenamine and bismuth salicylate are 
given as the stage of the disease or the 
lesions demand. 

For some years we have believed that the 
various antiluetic remedies should be ad- 
ministered in alternating courses and as 
intensively as is consistent with the patient’s 
tolerance and general well-being. We have 
hoped that in this manner we would obviate 
the tendency of the treponema pallidum to 
become immune to the remedies, and after 
four years’ experience we think this method 
has definite advantages over the mixed 
treatment. 

About the time the patients were begin- 
ning to be disturbed by a given course of 
treatment, we were usually ready to shift 
to another entirely different preparation and 
the treatment was tolerated better. 

Toward the latter part of each course of 
treatment, as well as toward the latter part 
of the entire treatment, the intervals be- 
tween the injections were increased. 

There are two important things to be 
remembered: the first is to see that the 
patients drink freely of water to dilute the 
arsenic, mercury and bismuth as they are 
eliminated through the kidneys, thus lessen- 
ing the tendency for kidney irritation; the 
second is in giving intramuscular injections 
to pull on the piston to determine that the 
needle is not in a blood-vessel, and after the 
injection has been administered the gluteal 
muscles should be deeply massaged to 
spread the bismuth or mercury over a 
larger area, thereby facilitating its absorp- 
tion and lessening or preventing the lumps 
which otherwise are likely to follow at the 
site of the injection. 

Toxic Effects—Patients may develop a 
stomatitis or gingivitis with bismuth some- 
what as with mercury. Such toxic results 
are preceded as a rule by a bluish deposit 
at the margain of the gums. The patients 
should be informed of this and requested 
to direct attention to it before allowing the 
surgeon to administer another treatment. 
The same care and attention to the teeth 
and gums are required as in giving mercury. 

Owing to the fact that mercury and bis- 




















muth have a tendency to become localized to 
the gums, courses of these remedies should 
always be separated by a considerable period 
of time, and, if feasible, during this time a 
course of arsphenamine should be admin- 
istered. 

The stomatitis, gingivitis, blue spots on 
the tongue and buccal mucosa were seen as 
a rule only after intensive courses of bis- 
muth or where the hygienic condition of 
‘the mouth was neglected. 

Occasionally there were seen exanthema- 
tous skin lesions, and sometimes a loss of 
appetite after prolonged treatment with bis- 
muth. There was a tendency for some pa- 
tients to lose weight during the treatment 
with bismuth, even when they felt well and 
the appetite remained normal. Whether 
this is due to stimulation of the thyroid 
gland or not, we are unable to say. 

With patients who have false teeth, more 
than ordinary care should be taken in 
watching for toxic effects, such as dark- 
blue patches on the tongue, on the inner 
side of the cheek or elsewhere in the mouth, 
because in such instances we do not have 
the deposit at the gum margin to warn us. 

Ocasionally polyuria or mild albuminuria 
were caused by the injections of bismuth. 
Severe nephritis has been reported from 
bismuth preparations, but we have not seen 
a patient whose kidneys were sufficiently 
affected to make it necessary to discontinue 
treatment, nor have we seen a patient who 
developed a neurorecidive lesion after being 
treated with salicylate of bismuth as above 
outlined. 

As regards neurosyphilis, J. V. Klauder 
(Arch. of Dermatology and Syphilis, June, 
1923) makes the following statement: “Bis- 
muth by reason of its less energetic spiro- 
cheticidal action than arsphenamine, and 
perhaps by virtue of its intramuscular ad- 
Ministration, does not in all probability in- 
hibit immunologic reaction of the host to 
such an extent as it is believed that arsphen- 
amine does. One would expect, therefore, 
a lessened incidence of early neurosyphilis 
following irregular and lapsing treatment 
with bismuth, than is found after similar 
treatment with arsphenamine.” 
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Many patients who had been on long 
courses of other antiluetic remedies stated 
that after starting the treatment with bis- 
muth it gave a sense of well-being similar 
to that experienced after a first injection of 
arsphenamine. 

We think bismuth is indicated in the 
treatment of syphilis, whatever the lesion, 
in addition to the usual remedies, such as 
arsphenamine, mercury, and iodides. It is 
especially indicated where other remedies 
are not effective or well tolerated. 

We had intended to include some case 
reports of patients in whom the results from 
treatment with bismuth were satisfactory, 
but as we have already made this paper 
longer than we intended, we will add a 
summary only: 

1. Bismuth salicylate is a valuable anti- 
luetic remedy. 

2. It is not as effective as arsphenamine, 
but apparently more potent than mercury 
and better tolerated than either one. 

3. It is administered intramuscularly in 
2- and 3-grain doses every three or four 
days until ten or twelve doses have been 
given. 

4. The buttock should be rubbed well 
after the injection into the gluteal muscles. 

5. A bluish-black deposit around the edge 
of the gums is a warning that the injections 
should be reduced or discontinued. 

6. A course of mercury should not follow 
immediately the course of bismuth as it in- 
creases the danger of salivation; arsphena- 
mine is preferable for the intervals between 
courses of bismuth and mercury. 

%. Bismuth salicylate is a valuable ad- 
junct in the treatment of syphilis and 
should be employed to supplement, not to 
supplant, the usual courses with arsphena- 
mine and mercury. 

8. It is particularly useful when the pa- 
tients are intolerant to arsenical and mercu- 
rial preparations, and where there develops 
an arsenic-resisting spirochete or a persis- 
tently positive Wassermann.* 





1The writers are indebted to the Department of Ex- 
perimental Medicine of Parke, Davis & Company for 
their codperation in supplying the necessary quantities 
of experimental bismuth salicylate in a suitable emulsion 
for intramuscular administration. 








A Simple and Effective Method of Local 


Tonsillectomy’ 


BY HENRY DINTENFASS, M.D. 


Assistant Professor of Otology in the Graduate School of Medicine, University of Pennsylvania, Philadelphia 


So much has been said and so many de- 
scriptions have been written of the methods 
of tonsillectomy under local anesthesia, that 
it might seem like a waste of time to dis- 
cuss anything further on the subject. How- 
ever since this operation has become one of 
the most frequently performed of the pres- 
ent day, it follows that any change of 
technique of this surgical procedure that 
would rob it of its terrors and difficulties 
and reduce it to simplicity itself would be 
appropriate at this time. 

I will not go into the indications for local 
tonsillectomy, except to say that there are 
no contraindications in patients over fifteen 
years of age. The advantages over general 
anesthesia will also not be enumerated be- 
cause in a properly performed operation the 
disadvantages are so few as to be practically 
lost sight of. 

In the examination of the individual, it 
should be seen to that no active or acute 
inflammation of the tonsils or pharynx 
exists. An observance of this rule, wher- 
ever possible of course, usually precludes 
the disagreeable feature of hemorrhage, 
both at the time of and subsequent to the 
operation. Other than this precaution noth- 
ing else is necessary. The patient comes 
to you with the knowledge that he will not 
lose consciousness or be put to sleep in the 
performance of the removal of the tonsils. 
This in itself is important because the feel- 
ing of apprehension is lessened, and he is 
ready to assist you and obey you in the 
manipulations which are to follow. To be 
sure we often meet a certain class, par- 
ticularly nervous women and girls, who 
will tell you: “Doctor, you may take my 
tonsils out if I do not see them removed.” 
Yet if you assure them that there will be no 
pain, it is surprising how quickly and easily, 
in these supposedly difficult cases, the opera- 
tion can be done. 





1Read before the Philadelphia Laryngological Society, 
December 2, 1924. 
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After it is decided that a local anesthetic 
is to be given, the question naturally arises 
whether or not the operation could be per- 
formed in your office or is strictly a hos- 
pital performance. In answer to this I 
might say that, even though tonsillectomy 
should not be regarded as a trivial and 
minor thing, yet if the patient can be put 
to bed and observed for at least twenty-four 
hours, with the method I am about to 
describe, it is quite as feasible to do it in 
the office as in the hospital. 

Unless there is a very good reason I do 
not take blood-clotting time as was my pro- 
cedure several years ago. In this connec- 
tion I found the results were often mislead- 
ing, depending upon the method used and 
also the part of the body from which the 
blood was drawn. I have discarded the 
routine use, too, of calcium lactate, since I 
could not convince myself, after long usage, 
notwithstanding reports to the contrary, 
that it had any value. 

Several hours before the operation a cup 
of coffee or milk is permitted. This has 
been found of advantage because not only 
does it not disturb the routine of the aver- 
age person, but because it partially makes 
up for the fasting period which naturally 
must ensue, as a result of the painful de- 
glutition during the first few days. A 
hypodermic injection of morphine sulphate 
gr. % and atropine sulphate gr. 1/150 is 
given about a half-hour before the removal 
of the tonsils is scheduled. Small and thin 
individuals are given half this dose. The 
beneficent effect of this injection can be 
appreciated, as evidenced by the calming of 
the patient, the quieting of his fears, and 
his willingness to codperate with the sur- 
geon. 

The operation is performed with the pa- 
tient in a sitting position. He should be 
placed on a comfortable stool or chair fac- 
ing the operator, who at once will engage 























him in tactful conversation. The illumina- 
tion is indirect, by means of the head mir- 
ror, with the reflecting light to the right of 
the patient. The sitting position for the 
patient is recommended because it gives 
him a sense of security in believing that 
nothing extreme or severe will be attempted 
in that position, and also because after the 
first tonsil is removed he can expectorate 
quite easily, should it be necessary, without 
changing his position, while at the same 
time he is under perfect control of the 
surgeon. In this connection I wish to point 
out that this operation should be a “one- 
man job.” No assistants are necessary. 
Neither is it essential to have a battery or 
array of instruments to disturb and excite 
the patient. All that is required for the 
successful completion of the operation are 
as follows: 

A half-ounce of one-half of one per cent 
of novocaine solution, to which two drops 
of a 1:1000 solution of adrenalin has been 
added. 

An all-metal syringe, holding about two 
drachms and fitting into a needle, which is 
of the standard screw-thread type, being 
only about a half-inch in length but with 
heavy walls and a large bore (18 or 19 
gauge), and reénforced by a shank. 

A Harris dissector. 

A tenaculum of the character of Kyle or 
Kirkpatrick, with four rather heavy prongs 
and the catch removed, in place of which a 
piece of rubber tubing, slipped on over the 
joint of the instrument, is substituted. 

A Tyding snare threaded with a rather 
heavy piano wire (No. 9). 

A tongue depressor. 

A pillar retractor. 

Several Kelly hemostats. 

It has been my custom to have all the 
instruments sterilized by boiling, including 
even the needle. This I have found impor- 
tant in avoiding the possibility of an infec- 
tion, which, because there is foreign mate- 
rial injected into the tissues, is more apt to 
occur in local than in general anesthesia. 
Yet the precaution of boiling, however, in 
preference to sterilization by immersing in 
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solutions like alcohol, lysol, etc., reduces 
that danger to a minimum. 

The instruments, in addition to the novo- 
caine solution, are placed on a small table 
to the right side and within easy reach of 
the surgeon. The tonsils and the area im- 
mediately around them are swabbed with a 
half-strength iodine solution, and the anes- 
thetic is now ready to be injected. 

The method of injection suggested to me 
by Dr. Walter Roberts is very important, 
for upon this depends largely the success 
or failure of the operation. It is exceed- 
ingly simple, however, and can with but 
little practice be accomplished without any 
particular difficulty. Our object is to de- 
posit the anesthetic solution directly behind 
the capsule of the tonsil. This produces an 
infiltration or peripheral anesthesia first 
advocated by Schleich in contradistinction 
to the so-called block anesthesia. The ad- 
vantages of the former over the latter are 
quite apparent when one recalls that the 
nerve supply of the tonsil is derived from 
branches from Meckel’s ganglion and also 
from branches from the tonsillar and 
pharyngeal plexuses. Therefore, to make a 
successful block anesthesia of the tonsil, 
four separate injections in distinct particu- 
lar areas must be made, anesthesia coming 
on after a period of ten or fifteen minutes, 
while in the infiltration method we are about 
to describe, in the vast majority of cases 
one injection is all that is necessary; and 
then too there are the added advantages that 
anesthesia occurs at once and also that the 
tonsil is being freed from the attachments 
beneath, which make the subsequent re- 
moval a rather easy matter. The syringe 
is filled with the novocaine and adrenalin 
solution, and the needle is inserted just 
below the middle of the tonsil, at a point 
between the tonsil and the anterior pillar. 
The direction of the needle is at first 
toward the angle of the jaw on the same 
side, but as the fluid is injected the needle 
is directed toward the median line, and at 
the same time is practically pushing or lift- 
ing the tonsil out of its bed. 

Since the strain of this manipulation is 
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quite considerable, the needle is of the espe- 
cially constructed, short, heavy screw- 
thread type. It will be seen that cocaine in 
any form is not used. In‘ the first place, 
on account of its great toxicity, I do not 
like to have it present, and secondly, to 
those who use it to paint the throat pri- 
marily to prevent gagging I would say that 
I have no objection at all to gagging, be- 
cause I have found that gagging during the 
injection facilitates matters, as it assists in 
the location of the capsule of the tonsil and 
the proper deposition of the anesthetic 
solution. 

If the solution is injected properly, that 
is directly behind the capsule, in the great 
majority of cases the tonsil will be seen to 
bulge into the throat, the patient will de- 
velop a nasal voice, due to interference 
temporarily with the movements of the soft 
palate, and anesthesia is immediate. If the 
injection is made mesially to the capsule, 
the solution will enter the body of the ton- 
sil‘’and escape into the throat through the 
crypts. When this occurs another injection 
is made immediately a little more externally 
so that the proper spot is reached. The in- 
jection should never be carried beyond the 
margin of the superior constrictor muscle, 
because there is danger that an infection 
may be set up and travel between the tissues 
downward toward the diaphragm. To avoid 
this, the length of the needle is usually short, 
as I have mentioned, and the attempt is 
made to have it hug the capsule of the ton- 
sil during the injection as closely as possible. 

In those cases in which the plica of the 
anterior pillar almost completely covers the 
tonsil, it is better to push aside the pillar 
rather than pierce it to attain the desired 
result. 

The second tonsil is anesthetized im- 
mediately after the first and the same pro- 
cedure is followed. 

The entire performance of the anesthesia 
can be accomplished with two drachms of 
the anesthetic solution for each tonsil. 
Often one drachm for each will be found 
to be quite ample. This is well within the 
safety limits as set forth by Emil Mayer in 
a report which appeared in the Journal of 
the American Medical Association, cover- 
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ing a special investigation made by a com- 
mittee of which he was chairman, on the 
toxicity of drugs in local anesthesia. 

After the injection of the solution is 
completed, no waiting is necessary and the 
actual operation can be begun immediately. 
For the right tonsil the method is as fol- 
lows: 

The surgeon uses the tongue depressor 
with his left hand, while in the right hand 
is grasped the tenaculum with the Tyding 
snare in such a way that the tenaculum goes 
right through the loop of the snare. The 
tenaculum takes a firm purchase of the ton- 
sil, and the attempt is made to pull the tonsil 
as much. as possible out of its fosse. This 
is rendered quite easy by reason of the sep- 
aration of the tonsil from the surrounding 
structures, by the anesthetic solution. The 
tongue depressor is now released from the 
left hand, and in its place is used the Harris 
dissector. With the tonsil on the stretch 
the line of its border stands out prominently. 
The sharp end of the Harris dissector is 
started from the upper pole of the tonsil 
between the anterior pillar and the tonsil 
proper and is carried downward, cutting 
all the tissues which are seen holding the 
tonsil, even including the plica triangularis. 
In this connection it is to be remarked that 
the plica here is not permitted to remain. 
We cannot agree with those who are of the 
opinion that the saving of the plica is of 
advantage. In the first place it is not es- 
sential to the preservation of the tonsillar 
fosse as has been claimed by some, and 
secondly, there is the disadvantage that oc- 
casionally tonsillar tissue might be adherent 
to the plica and so easily overlooked. As 
the Harris dissector is cutting, constant 
traction is being made on the tonsil, so that 
in the great majority of cases when the 
lower pole is reached the tonsil is com- 
pletely separated from its attachments and 
hangs quite loosely in the throat in an 
everted position. In a small percentage of 
patients, on account of severe previous in- 
flammations, a part of the tonsil, usually 
the upper pole, will not evert. In these in- 
stances the blunt end of the Harris dissec- 
tor is used, with a twisting motion, behind 
the remaining piece, until eversion occurs ; 

















the application of the snare now follows. 
Since the tenaculum grasping the tonsil is 
already through the loop of the snare, it is 
a comparatively easy matter, even if gag- 
ging is present, to bring the handles of the 
Tyding instrument together, avoiding the 
uvule, and extirpate the tonsil. The entire 
manipulation consumes about a half-minute 
of time, and the patient, somewhat elated at 
the quickness with which the operation has 
been accomplished, readily consents to the 
removal of the left tonsil, which is per- 
formed in like manner, except that the 
tongue depressor is taken by the right hand, 
while the snare and tenaculum are held in 
the left hand, until we are ready to use the 
Harris dissector, when the tongue depres- 
sor is discarded, the snare and tenaculum 
are shifted to the left hand, and with the 
right hand the dissection is completed. 
The fossz of both tonsils are now exam- 


ined for bleeding. As a rule there is very 
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little, as I mentioned in the beginning of 
this article, unless there has been a recent 
inflammation present. Should there be any 
hemorrhage which the gargling of ice water 
does not control, than a gauze plug on a 
Kelly hemostat held into the fosse for a 
little while is usually sufficient to stop it. 
However, if it continues, the Kelly hemo- 
stat should be applied directly to the bleed- 
ing point and allowed to remain for a few 
minutes. Rarely is a ligature necessary. 
With this method there should be no injury 
to the pillars of the tonsils, nor should there 
be any doubt as to the entire capsule being 
removed. The shock is practically nil, and 
the patient gets up from the stool and 
walks to his bed or couch without assist- 
ance. 

An ice-bag to the throat and rest for 
a few days is all the after-care that is 
necessary. 


1714 Pine Street, PHILADELPHIA, Pa. 


The Medical and Surgical Aspects of Dysmenorrhea 


BY P..BROOKE BLAND, M.D. 


Assistant Professor of Gynecology in the Jefferson Medical College, Philadelphia 


Introductory Remarks.—Of all symptoms 
arising in the female genital organs, dys- 
menorrhea is by far the most frequent, as 
well as the most obstinate. The medical 
and surgical treatment of pain associated 
with the menstrual flow has engaged the 
attention of the practicing physician from 
the earliest dawn of medical history to the 
present day, and no symptom, both from 
the medical and surgical aspect, has proved 
so obdurate in responding to therapeutic 
measures. 

Volumes have been compiled regarding 
all features of dysmenorrhea, and almost 
every issue of the current medical publica- 
tions contains one or more papers relating 
to its treatment. 

In a perusal of the journals, both domes- 
tic and foreign, published during the past 
three years, the writer collected twenty-six 
papers dealing with different phases of the 
subject. In these contributions very little, 


if anything, new was offered. For the most 
part the material represented an epitome of 
opinions, though dressed in new apparel, of 
what had gone before, a turning up of ma- 
terial planted and nurtured during the past 
fifty years or more. 

Not a single measure was advocated 
which one could regard as strictly new, 
and no specific or near specific has been 
found. 

Dysmenorrhea always must be regarded 
as a clinical symptom. In most instances 
it lacks a pathological basis. The symptom 
itself can never be regarded as a patholog- 
ical entity, and this is a fundamental thought 
which must be borne in mind constantly. 

Classification—In studying the literature 
relating to painful menstruation, one finds 
that nearly all authors present (as though 
the symptom were a distinct entity) a spe- 
cial classification. 

Nearly all systematic writers divide dys- 
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menorrhea into several types, basing their 
division upon what they conceive to be its 
varying pathology. The custom of dividing 
dysmenorrhea into different types is not in 
accord with modern scientific thought. 

The classification usually presented is 
not practical, nor is it satisfactory. The 
division commonly described in the text- 
books designating various types of the 
symptom as essential, obstructive, mechan- 
ical, ovarian, etc., is no classification at all. 
It is not founded on a logical scientific basis, 
but largely on habit or custom. 

The writers simply follow the orthodox 
classification advocated and adopted by their 
predecessors. To speak of the symptom as 
essential implies that pain must be a neces- 
sary accompaniment of the menstrual flow, 
a penance a wise and just Providence would 
be exceedingly unlikely to exact from 
womanhood for simply being physiologically 
sick. : 

Another form commonly mentioned is 
described under the term “obstructive” or 
“mechanical” dysmenorrhea. This rarely, 
if ever, occurs. If uteri in malposition in- 
variably were responsible for mechanical 
obstruction, the symptom would be infinite- 
ly more common. 

Emil Novak asserts that numerous ob- 
servations disclose that menstrual pain 
may occur in the entire absence of a me- 
chanical barrier—as it often does—and it 
may likewise be wholly absent in varying 
degrees, minor or marked, of mechanical 
obstruction. Except in complete gynatre- 
sia, the most outstanding type of obstruction 
{and here there may be no local pain at 
all), the writer is doubtful if any form of 
mechanical barrier ever incites menstrual 
distress. 

It has long been taught (but not to the 
extent as formerly) that the various forms 
of malposition of the uterus are often re- 
sponsible for mechanical obstruction and 
menstrual pain. Indeed, most modern text- 
books mention this as an influential factor, 
though the teaching no longer receives gen- 
eral approbation. 

Regardless of the degree of twisting, 
turning or bending of the uterine body upon 
the cervix, it ts physically impossible for 
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the cervical canal to be distorted into a 
tube of a diameter less than that of the red 
blood cell or the leucocyte. 

The writer is not familiar with any ref- 
erence in the literature to a microscopic 
cervical canal, the channel through which 
the menstrual fluid escapes. The obstruc- 
tion theory is no longer tenable. 

Hubert, according to H. R. Schmidt, does 
not believe that cervical stenosis or obstruc- 
tion ever enters into the etiology of painful 
menstruation. He is confirmed in this be- 
lief by a series of studies made of prepared 
sections of uterine cervices. In these pre- 
pared specimens he never was able to dem- 
onstrate a stenosis in the anatomic sense. 

From his investigations, Schmidt states 
that “the mechanical factor as a causative 
agent of menstrual pain is to be accepted 
with extreme caution.” Even with ultra- 
angulation, either anteriorly or posteriorly, 
pain is not constant with every period. Fre- 
quently a painful period alternates with one 
totally painless in the same individual. This 
observation would, in itself, seem sufficient 
to refute the theory of a mechanical barrier 
as a cause. 

The type referred to as ovarian dysmen- 
orrhea is exceedingly infrequent, for even 
with gross lesions involving the ovaries, 
menstrual pain is conspicuously absent. 

With frank ovarian pathology the writer 
has never observed the association of men- 
strual pain. Except in ovarian hypofunc- 
tion (and this is usually associated with 
polyglandular dysfunction), it is doubtful 
if “ovarian dysmenorrhea” ever occurs. 

With ovarian hypofunction it is quite 
probable that there is, in addition, faulty 
function in the correlated ductless glands, 
and which gland or set of glands is influen- 
tial in exciting pain one is unable to say. 

In general, it may be asserted that with 
gross lesions within the pelvis, affecting 
either the uterus, Fallopian tubes, or ovaries, 
dysmenorrhea is an exceedingly rare local. 
symptom. For the most part it occurs 1m 
patients uncommonly free from morbid 
pelvic conditions. 

Novak and many others accept Kelly’s 
classification. This is based on etiological 
grounds and is described as primary and 














secondary dysmenorrhea—primary when 
arising in genital organs free from demon- 
stable disease, and secondary when arising 
in pelves the seat of frank pathology. 

For the sake of getting out of the abys- 
mal darkness, if nothing else, so long asso- 
ciated with all phases of dysmenorrhea, 
would it not be well to be somewhat dog- 
matic and speak of dysmenorrhea as dys- 
menorrhea alone, leaving the indescriptive 
and unscientific classification out of the 
question altogether? Is it not time to break 
away from tradition, regard the symptom 
with clear logic, and observe the situation 
with a twentieth-century vision instead of 
through opacities of the Hippocratic period ? 
Would it not be better to regard it and treat 
it for what it is, not for what it was thought 
to be a hundred or a thousand or more years 
ago? 

History.—The present-day conception of 
the symptom does not differ materially 
from that entertained by the ancients. In- 
deed, ancient and contemporaneous litera- 
ture in regard to the subject are strikingly 
similar. Historically, it is interesting to 
learn that it was described in the medical 
literature of the early Egyptians. 

Reference is made to the symptom in the 
celebrated Papyrus Ebers, the oldest and 
most complete compilation of Egyptian 
medicine extant. It is exceedingly likely 
that the medical literature of the early 
Egyptians was the most voluminous and in 
general highly informing and valuable with 
respect to the world’s activities of that 
period. (Unfortunately, this material was 
lost forever in the destruction, by fire, of the 
Alexandrian Library by the Caliph Omar 
in 642 A. D.) 

This is certainly true when it is recalled, 
as expressed by McKay, that the books of 
this mammoth institution (the most notable 
of its time), among other things, supplied 
fuel for 4000 baths daily for more than six 
months. 

The Hindus were alse quite familiar with 
the trouble, for in their literature the symp- 
tom under the term “Bandhya” (difficult 


menses) is described and its treatment set 
forth. 
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In the literature of the early- Greeks it 
received considerable attention, and in the 
works of Hippocrates, both. genuine and 
spurious, a full volume is devoted to a dis- 
cussion of the diseases peculiar to women. 
The section on dysmenorrhea, both with re- 
spect to its character and treatment, dis- 
closes that the modern medical man has 
advanced but very little in the twenty-four 
centuries which separate the mind of the 
father of medicine from our own. 

Etiology.—Just as there is no unanimity 
in thought regarding the classification of 
dysmenorrhea, so too there is no unanimity 
of opinion regarding its cause. That in most 
instances, as we have already pointed out, it 
is of functional and not organic origin can- 
not be denied. 

This view is being more generally ac- 
cepted, though the orthodox obstruction 
theory still has its advocates. The occur- 
rence of the symptom independent of 
organic pelvic disease and its uniform ob- 
stinacy to treatment would seem to point 
to its functional nature. 

In the main it follows in its obduracy to 
therapy the functional neuroses, which com- 
prise the largest as well as the most disap- 
pointing conditions the clinician is called 
upon to treat. 

There are other explanatory factors 
which speak of its functional origin. For 
the most part it arises in individuals free 
from pelvic lesions. It is usually found in 
young adolescents who have not had an 
opportunity, either from infection, the 
hazards of conception, or the violence of 
parturition, to develop uterine, tubal or 
ovarian disease. 

As an expression of organic disease ex- 
clusive of retroversion, the most frequent 
cause of organic dysmenorrhea (41 per 
cent), or pelvic inflammation (37 per cent), 
or uterine myomas (11 per cent), and con- 
genital or postnatal hypoplasia, as exempli- 
fied in the ill-developed acutely anteflexed 
uterus, the symptom is exceedingly rare or 
wholly absent. 

The foregoing conditions, in which true 
dysmenorrhea may occur, comprise about 
ninety per cent of the total of organic 
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causes. Even in the organic lesions named 
it is often absent, occurring in less than fifty 
per cent of the cases of the most prominent 
cause, namely, retroversion. 

The functional origin is still further ex- 
emplified in. the common observation that 
the symptom is not a barrier to conception 
(seed does not grow in unfavorable soil), 
and still further in observing that the pain 
often spontaneously disappears after mar- 
riage, and especially after conception with 
its completion in labor. The influence of 
the processes to which reference is made in 
controlling menstrual pain is not under- 
stood. 

At a recent meeting of a local medical 
society the writer was asked to explain this 
phenomenon. The only explanation he could 
offer was that the mind of the former vic- 
tim was more pleasantly occupied in mari- 
tal obligations than it had formerly been in 
being “sick.” This explanation, though 
not without some substance of truth, seems 
no explanation at all. It does, however, 
express a thought of the late Dr. Werder, 
of Pittsburgh, one of the most outstanding 
pelvic surgeons of his time, who enunciated 
the dictum that “so long as a patient kept 
her uterus in her belly she was all right, 
but as soon as she got it in her brain she 
was all wrong.” This is a rather homely 
illustration, yet of practical truth, and an 
impression that has for centuries held sway. 
Even the ancients believed in the existence 
of a close relationship between the nervous 
system and the genital organs. For exam- 
ple: hysteria (referring to hystero=uterus ) 
was so named, a term that has formed a 
part of medical nomenclature throughout 
all time. Likewise the term “globus hys- 
tericus” had a similar origin, being so named 
from the erroneous supposition that the 
uterus was endowed with extraordinary 
ambulatory propensities, finding a tem- 
porary abiding place in the region of the 
hyoid bone. 

The writer desires above all things not to 
foster the thought that all menstrual suf- 
ferers should be looked upon as “neurotics.” 
He believes in the growing general impres- 
sion that the functional neuroses in many 
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instances have an underlying pathologic 
basis, and that this in every instance should 
be searched. for most assiduously before 
placing the stigma of neurotic on any indi- 
vidual patient. 

He does believe, however, that dysmenor- 
thea, by and large, as an expression of 
nervous imbalance or nervous explosion, 
cannot be gainsaid. The assumption that 
nervous emotion plays a predominate and 
influential role, etiologically, is supported 
by most of the current literature. 

H. Meyer asserts that “the symptom is a 
purely functional disturbance, due to a 
spasmodic contraction of the uterus.” 
Psychoneurotic tendencies, he believes, pre- 
dispose to the symptom and that the cause 
of the spasm should be looked for in the 
field of the nervous system. The spas- 
modic pain, he claims, can be explained as 
psychogenic. 

He speaks of the psyche contraction of 
the uterus, which has a natural tendency to 
contract, as causative. The specific cura- 
tive influence of labor, either immature or 
at term, he ascribes to the uterus assuming 
its natural function, a complete adjustment 
of the psyche which makes menstruation a 
secondary thought. 

Even marriage with its physical relation 
alone frequently suffices to distract the 
psyche from the menstrual function. To- 
ward the fortieth year of life the hope of 
motherhood vanishes greatly. No attention 
is paid to menstruation and the dysmenor- 
rhea disappears spontaneously. 

H. Hirsch regards the symptom as a 
functional disturbance of constitutional and 
not of local pelvic origin. Regarding the 
physical condition of patients suffering 
with menstrual pain, it may be said that this 
does not seem to have any special bearing 
on its cause. Those of strong and robust 
health are just as prone, if not more so, to 
experience distress as the debilitated and 
“chlorotic,” the “anemic and weak.” 

H. Forssner states that the subjects are 
usually young nulliparas in whom no path- 
ologic changes of the genitals are to be 
found. “Healthy girls,” he found, suffered 
just as frequently, if not more so, as the 
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“anemic.” He is quite certain that nervous 
systems with a tendency to emotionalism 
are important factors in the cause of the 
discomfort. In 153 cases for which he 
was. consulted, covering a period of ten 
years, he found emotional factors respon- 
sible for the trouble in 88. By simply in- 
structing these patients in self-control and 
will-power the distress was “practically 
cured.” 

T. J. Watkins teaches that temperament 

is a big causative factor in dysmenorrhea, 
and S. Clow believes that the customary 
restraint advocated and even pursued by 
girls during menstruation is conducive, and 
that if this were withdrawn one generation 
would see the end of most cases of the 
trouble. 
_Clow, in a study of 1118 schoolgirls, 
ranging in age from eleven to twenty-five 
years, found that 70 per cent were free 
from menstrual distress on matriculation, 
and that the adoption of moderate exercise 
with freedom from restraint increased the 
percentage to ninety-three. It was uni- 
versally assumed by the students that men- 
strual pain was aggravated by exercise. 
The disproval of this assumption Clow 
further found had a favorable and abiding 
influence on the symptom. The patients 
were cured, in other words, by moderate 
exercise during the period, an indulgence 
which was formerly assumed to excite or 
aggravate the trouble. 

Auerbach believes that the characteristic 
colicky attack of the pain indicates that the 


phenomenon of a nervous nature is opera- 
tive in its cause.’ 


Blair Bell looks upon the symptom as 
relative and that “the importance of path- 
ology in its classification and treatment is 
one of the constant needs of to-day,” basing 


his convictions on a study of 400 private 
and 600 hospital cases. 


G. Blacker states that the exact causa- 
tion of so-called spasmodic dysmenorrhea 
is uncertain, but the best hypothesis points 
to spasmodic rigidity of the sphincter about 

1C. G. Noé speaks of the symptom as an angioneurotic 


“congestion.” He thinks that certain reflex and secre- 
tory conditions may explain some cases. 
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the internal os, accompanied by colicky 
uterine contraction. 


TREATMENT. 


From what has been said respecting the 
causes and significance of dysmenorrhea, 
it is clearly obvious that its treatment must 
be as varied as the symptom itself. We 
have already pointed out that menstrual pain 
is not a specific entity, and hence must be 
treated not along specific but rather along 
empiric lines. 

No two cases are precisely alike, nor is 
the symptom consistently the same in a 
given individual. The first essential in 
therapy is the determination and removal, 
if possible, of the exciting cause. This 
when determined must be removed or 
treated and not the symptom itself, except 
to provide palliation or temporary relief. 
With the cause determined treatment may 
be applied in the form of medication or 
operation, or both. 

If the truism reversed—treat the patient 
and not the symptom—finds practical ap- 
plication anywhere, it assuredly does in 
caring for those suffering with dysmenor- 
rhea. 

Medical Treatment.—In the treatment of 
this most obdurate symptom, medical ther- 
apy may be considered first, from the stand- 
point of palliation or the provision of relief 
during an attack, and second, the adoption 
of means to prevent recurrence, overcome 
its cause, and afford permanent relief. 

Treatment During Attack.—The treat- 
ment indicated during an attack will depend 
upon its severity. Fortunately, in most 
cases the distress is of a comparatively mild 
nature, and hence, in these, correspondingly 
mild measures will usually suffice. 

In most cases a few hours’ rest on a 
couch or in bed combined with a warm- 
water bag over the suprapubic region will 
afford relief. Paradoxically as it may 
seem, the application of an ice-bag over 
the suprapubic area sometimes affords more 
comfort than heat. 

Naturally when the pain is intense the 
patient will seek rest of her own accord. 

S. R. Meaker, in studying dysmenorrhea 
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from the industrial aspect, defined the 
symptom as “a catamenial disability with 
diminished efficiency of the employee.” In 
the records of 1750 girls, he found that 80 
per cent has occasion some time during the 
working year to report to the rest-room or 
hospital for treatment. He further found 
that nearly 50 per cent of those reporting 
after receiving simple hot drinks (never of 
an alcoholic form) and obtaining a few 
minutes’ rest were able to return to work, 
the amount of time lost being negligible. 
Less than 50 per cent of those reporting 
rested for varying periods, averaging two 
hours. 

He states that nine per cent were sent 
home for the remainder of the day. Those 
who remained home for more than one day 
or longer formed the most important group, 
both medically and economically. 

In a total of 356 girls the time thus lost 
in a period of six months exceeded one per 
cent of the total time lost of all the em- 
ployees. Meaker found that most cases 
could be prevented or cured by simple 
measures, and in most instances even with- 
out submitting the patient to the annoyance 
of a pelvic examination. 

Leonard Philipps in 100 cases obtained 
superior results by treatment along simple 
medical lines. This included rest, moderate 
exercise, the observance of simple hygienic 
rules, generous feeding, and the correction 
of body defects. 

Systemic Treatment—The importance of 
general medication with the view of main- 
taining both the physical and mental status 
of patients suffering with dysmenorrhea 
cannot be overemphasized. If one keeps 
in mind the significance of dysmenorrhea 
as a symptom, it becomes plainly manifest 
that treatment must not be directed to the 
pelvic organs alone unless, of course, the 
pain is associated with or caused by a local 
pelvic lesion. In the majority of cases a 
great deal more can be accomplished by 
directing treatment along general systemic 
- rather than along local pelvic lines. 

Rest—Among the most important gen- 
eral methods to be adopted, rest stands pre- 
eminent. This may vary from a few hours 
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to a day or more, depending upon the 
severity of the pain. 

Rest, like drugs, may be administered in 
excessive doses, and, like habit-forming 
drugs, too much rest may even become 
habitual. 

We have already referred to the observa- 
tions of Clow, who found that moderate 
exercise during the period often did more to 
counteract an attack than rest did in reliev- 
ing it. 

The writer believes that rest between the 
periods, especially an abundance of rest at 
night (so much of which is sacrificed for 
pleasure), is infinitely of more value than 
a few minutes or a few hours rest during 
the period. 

Food.—Body weight, muscle tone and 
blood quality are to be maintained by regu- 
lar and generous feeding. This is extreme- 
ly important, and by many young nullipar- 
ous women food values and regularity in 
eating are often disregarded. 

The regular ingestion of three generous 
meals daily should be insisted upon. Most 
young girls are content with two. Break- 
fast is of small proportions and, as a rule, 
frequently eaten in haste, and still more fre- 
quently not eaten at all. The noonday meal 
is often of such a minor quality that it 
scarcely can be dignified by the term 
“meal.” 

Bathing.—Regular bathing is of no less 
importance. This may be applied in the 
patient’s home or in bathing establishments. 
Swimming in public baths or surf bathing 
not only provides an excellent means, but 
it also, at the same time, affords one of the 
most useful and healthful types of exer- 
cise. 

Bowels—Next in importance to rest, 
generous feeding, and hydrotherapy, is the 
regulation of body functions. Habitual con- 
stipation has long been recognized as being 
associated with, if not in some way etio- 
logically related to, menstrual pain. The 
bowels, therefore, should be evacuated 
regularly, and this should be accomplished 
by diet, moderate exercise and habit rather 
than by the administration of drugs. 

Environment.—An environment condu- 
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cive to healthful conditions is of no less 
value than the factors already enumerated. 
Standing for long periods in a strained or 
awkward position must be avoided, for free 
circulatory gastrointestinal and pulmonary 
function always are desirable. 

Comfortable and well-ventilated rooms 
with an abundance of fresh air should 
always be regarded as an essential part 
of healthful surroundings. Environment 
should also provide freedom from appre- 
hension, tension, and emotionalism. 

Exercise. — Moderate exercise out-of 
doors or moderate exercise intelligently ap- 
plied in institutions provided for this pur- 
pose, especially directed to the gastrointes- 
tinal and pulmonary function, often has a 
stabilizing influence upon nervous condi- 
tions and also a salutary value in physical 
up-building as well. 

Psychotherapy.—In speaking of the eti- 
ology of dysmenorrhea the writer stressed 
his thought as well as the thoughts of others 
regarding the relationship of the symptom 
to the functional neuroses. If certain cases 
of dysmenorrhea may be looked upon as ex- 
cited by suggestion, is it not logical to as- 
sume that these may be favorably influ- 
enced or cured by suggestion? 

Pithiatism, or cure by persuasion, com- 
monly referred to as psycho or suggestive 
therapy, is one of the most dependable re- 
sources of the gynecologist. Indeed, as we 
have already stated, it is largely the sugges- 
tive element in therapy, whether medical 
or surgical, which often provides relief 
from menstrual pain. 

Probably in no department of medicine, 
except in neurology itself, does psychother- 
apy prove so helpful as in pelvic conditions 
associated with functional nervous phe- 
nomena and especially in dysmenorrhea, so 
closely, if not in most cases inseparably, 
identified with nervous imbalance. : 

W. H. B. Stoddart believes that men- 
strual pain is nearly always a manifestation 
of “anxiety hysteria” and that with it hys- 
terical symptoms nearly always coexist. 

He further believes that nearly every 
case of the spasmodic hysterical type is 
amenable to psychotherapeutic measures. 
He believes, moreover, that those cases re- 


lieved or cured by operation are cured by 
suggestion or psychotherapy of a very 
potent character. 

Stoddart even goes further and states 
that it would not be far wrong in claiming 
that the converse is also true—every case 
of hysteria suffers from spasmodic dys- 
menorrhea. 

Drugs.—Materia medica has not been 
able to supply a drug which one could re- 
gard as specific. Drugs, therefore, must be 
used largely for their palliative rather than 
their curative influence. Occasionally the 
organic extracts seem to accomplish some 
good in a curative way. 

The drugs which act best in a palliative 
way are: first, the coal-tar analgesics, and 
second, the vegetable antispasmodics. Phen- 
acetin and acetanilid are the best represen- 
tatives of the analgesic coal-tar group. 
Either may be administered in tablet form 
(5 grains) alone, or better, combined with 
caffeine (1 grain). The combination may 
be repeated every two or three hours until 
three or four doses are taken. Not more 
than twenty grains should be administered 
during the course of twenty-four hours. 

Benzyl Benzoate—In 1919 J. C. Litzen- 
berg read a paper before the American 
Medical Association in assembly at Atlan- 
tic City on the antispasmodic property of 
benzyl benzoate, with special reference to 
its application in the relief of dysmenor- 
rhea. In this paper he reported a series of 
cases in which he ostensibly obtained grati- 
fying results. The physiologic action of 
this drug is similar to atropine, but it lacks 
the toxicity of the vegetable antispasmodic. 

Benzyl benzoate is usually administered 
in the form of an alcoholic solution in doses 
of from twenty to forty drops, repeated 
every three or four hours. It is also dis- 
pensed in 5-minim soft gelatin capsules, 
and this, owing to the offensive taste of the 
drug, is the most satisfactory method of 
administration. 

Being impressed with the unusual anti- 
spasmodic quality the drug was said to 
possess, the writer used it in the treatment 
of several obstinately violent cases of men- 
strual distress, but the relief anticipated was 
not forthcomiag. 
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All in all, benzyl benzoate in the treat- 
ment of dysmenorrhea has been most dis- 
appointing and we have discarded its use. 
This, we believe, from information gathered 
in conversation with other men, sums up 
the experience in general as regards its 
value in the treatment of this most distress- 
ing of all menstrual disorders. 

Atropime—If any drug could aspire to 
the eminence of a specific or near specific 
for the so-called spasmodic type of dysmen- 
orrhea, atropine, more than any other, could 
with justification be placed in that category. 

Emil Novak claims that the form of dys- 
menorrhea in which atropine is of most 
value is the spasmodic type, and especially 
in those cases often associated with a 


scanty flow and sometimes with sterility. 


The use of this drug is based on the ob- 
servation that it diminishes the irritability 
of the autonomic nerve terminals in the 
uterus. 

The drug may be applied through one of 
several channels: (a) It may be injected 
into the cervical canal in accordance with 
the plan advocated by Drenkhahn. This 
author recommends that one milligramme 
of atropine in one cubic centimeter of 
water be injected. (b) The drug may be 
applied to the cervical canal with a tampon 
saturated with a one-per-cent solution. (c) 
It also may be administered hypodermically. 
(d) It may be given by the bowel in sup- 
positories, or (e)—and this seems prefer- 
able—by the mouth in pill or capsule form 
(0.005 t.id). Administration should be- 
gin just before the advent of the period. 
This plan is advocated by J. Novak. Oral 
administration is much easier and less an- 
noying, especially in young virgin women. 

E. Novak favors the method last men- 
tioned, and the results, he claims, have been 
most gratifying. He advocates larger dos- 
age and pushing the drug to the point of 
physiologic tolerance. He begins adminis- 
tration two days before the flow is antici- 
pated and continues it until the second or 
third day of the flow, depending on the 
duration .of the distress. He recommends 
1/100 grain three times daily. It has been 
demonstrated that patients with a normal 
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or slightly elevated blood-pressure respond 
more readily than those in whom the pres- 
sure is high or well beyond the normal. 
Blood-pressure studies are to be made not 
during the flow, but in the intermenstrual 
period. 

The interesting observations of Ludwig 
and Lenz on the action of atropine on the 
uterus, as viewed through an abdominal 
window, confirm all that has been claimed 
clinically for atropine as a uterine anti- 
spasmodic. 

These investigators sutured a celluloid 
window into the abdominal wall of animals 
and through this observed the action of 
various drugs, administered intravenously, 
including atropine sulphate, upon the uterine 
musculature. The specific antispasmodic 
effect of atropine was thus visually demon- 
strated. It was observed that atropine sul- 
phate 0.005 given intravenously within a 
few minutes caused, in the non-pregnant 
animal, a complete relaxation of the uterus 
with a definite decrease in peristalsis. 

This action was quite prolonged and 
lasted many hours. If this observation is 
applicable to the human, it would imply 
that the “atropine treatment” of spasmodic 
dysmenorrhea is founded on a sound scien- 
tific basis. 

Pulsatilla—Certain drugs have withstood 
the test of time, though with varying re- 
sults, in the treatment of various diseases, 
and this is especially true of pulsatilla with 
regard to its application to dysmenorrhea. 

Frederick C. Caley is a strong partisan of 
this remedy. He believes from his studies 
that the drug will provide almost immedi- 
ate relief and permanent release after five 
or six periods. Caley uses two drachms 
of the tincture of pulsatilla every two or 
three hours, starting as soon as the pain 
begins. The prescription he advises is as 
follows: 

Tincture pulsatilla, f3iv; 

Spirits chloroform (as a pre- 
servative), £3ij; 

Aqua chloroform, f3vj. 

S.: Two teaspoonfuls every three or four 
hours. 

Organotherapy.—Organic agents have 
been used in the treatment of severe men- 























strual pain, especially in those cases having 
their underlying cause in endocrine dys- 
function. No favorable effect can possibly 
occur from the administration of organic 
extracts in cases not associated with definite 
ductless gland disorder. In a general way 
glandular therapy has been, as have nearly 
all other forms of medication, disappointing 
in the treatment of menstrual pain. 

In certain cases associated with a mod- 
erate degree of genital maldevelopment the 
administration of organic drugs may ac- 
complish some good. Of course, if the 
dysmenorrhea is associated with marked 
genital hypoplasia, their administration will 
invariably fail. However, with mild ill de- 
velopment they may afford some satisfaction 
and comfort. 

The younger the patient the more satis- 
factory the result. If under twenty the 
organic drugs will probably prove helpful, 
but after twenty results, according to Bell, 
are discouraging. 
numerous observations it seems 
that if the pain is associated with hypo- 
function of the thyroid gland, improve- 
ment, if not cure, is apt to occur. If im- 
provement follows the administration of 
organic drugs, they may be continued for 
years or indefinitely, in the form of substi- 
tution. 

It is the custom of the writer to pre- 
scribe organic drugs in the form of the 
powdered extracts, somewhat as follows: 


From 


Extract thyroid gland, grain 1/10; 
Extract pituitary gland, grain 1/10; 
Extract ovary (whole), grains 214. 


In capsules three times daily. 


Formerly it was our custom to use larger 
doses, but after studying the work of S. G. 
Strauss we were led gradually to adopt the 
system of dosage as advocated by this or- 
ganotherapist. 

Opium.—The administration of opium 
or its principal derivatives, codeine and 
morphine, for the relief of menstrual pain 
is dangerous and atrocious and cannot be 
condemned too strongly. The writer is 
fully persuaded that the use of opium or 
any powerful habit-forming drug is scarce- 
ly ever indicated or necessary. In a wide 
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experience of more than fifteen years he 
has never resorted to the use of opium in 
any form in the treatment of dysmenorrhea. 
The administration of opium affords only 
temporary relief, and the ever-lurking prob- 
ability of establishing a hideous narcotic 
habit should be kept foremost in mind. 

The frequent use of opium—a practice, 
by the way, all too common for the relief 
of dysmenorrhea—is never indicated nor is 
it justifiable. It is a practice which de- 
serves universal censure. The little tem- 
porary good opium may afford the victims 
of menstrual pain is very largely counter- 
balanced by its heinous tendency to make 
lifelong victims of the drug itself. 

Alcohol—tThe administration of alcohol 
in any form, especially the common practice 
of taking a little “hot gin’—a common re- 
sort of the unadvised or ill-advised patient 
—is deserving of the same censure as the 
administration of opium. 

Alcohol, except for causing a low degree 
of intoxication somnolence or sheer drunk- 
enness, cannot possibly do any permanent 
good, but it may, on the other hand, do un- 
told permanent harm. 

Cocaine.—This drug is never used in- 
ternally in the therapy of menstrual discom- 
fort, but occasionally it may be applied and 
with benefit, too, in those rare cases of so- 
called “nasal dysmenorrhea.” Here the 
drug may prove of real value. It is used 
in the form of topical applications in from 
ten- to twenty-per-cent solution. Applica- 
tions are made with cotton swabs saturated 
with this solution to the “genital spots” 
situated upon the inferior turbinates and 
nasal septum. 

Brettauer, who has had considerable ex- 
perience with cocaine in the treatment of 
dysmenorrhea, in reporting sixty-six cases 
in which this method was instituted claims 
the results he obtained compared favorably 
with other methods. 

Brettauer found that more than fifty per 
cent of the patients were given immediate 
relief, and permanent release was obtained 
in about thirty-three per cent. The figures 
quoted by Brettauer correspond to the re- 
sults obtained by other methods of treat- 
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ment, both medical and surgical. The 
cocaine treatment, therefore, cannot be 
looked upon in any sense as specific. 

Radium.—This element has found a 
wide field in gynecological therapeutics. 
Its application has been made to include a 
wide range of pelvic lesions, and the symp- 
tom, dysmenorrhea, especially of the ob- 
stinate type, may be treated along radio- 
active lines. This simple and safe method 
certainly should be preferred to any radical 
surgical procedure. 

A word of caution should be mentioned 
at this time regarding the use of radium, 
especially in young women, and particularly 
in those anxious to bear children. A pro- 
longed exposure or, in other words, exces- 
sive dosage invariably will bring about 
permanent amenorrhea and sterility. 

In patients approaching or near the 
menopause—as in a case recently under 
the writer’s personal care and in whom all 
measures, both medical and surgical, failed 
uniformly—this feature may be disregarded. 
The element, or in actual practice one of 
its salts, is applied properly screened into 
the uterine cavity. The dose should not 
exceed, especially in young women, more 
than 300 mghrs. Later in life, as we have 
already intimated, dosage may be disre- 
garded and an application of sufficient 
strength to bring about a permanent amen- 
orrhea would seem to be desirable. 

Marriage——The single recourse which 
alone has withstood the test of time—the 
best of all therapeutic tests—is a marriage 
certificate, further certified in due course by 
its consummation in offspring. 

The salutary influence of marriage alone, 
or better still, with the consummation of 
marriage in the birth of a child, has long 
been known both among the laity and the 
profession. The precise therapeutic action of 
marriage and labor upon dysmenorrhea 
lacks explanation. Unfortunately, this 
mode of specific therapy, unlike other 
measures, not always is conveniently at 
hand, but it stands preéminent, nevertheless, 
and rarely encounters defeat. 

Surgical Treatment—Surgery should be 
applied only to those cases of dysmenorrhea 
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associated with distinct surgical conditions, 
and from what has already been said it is 
obvious that operative therapeutics should 
play a very minor role in the treatment of 
this distressing symptom. 

Operative procedures should be applied 
only in carefully selected cases and never 
indiscriminately. Surgery of whatever form 
in rudimentary development of the uterus 
or in acute anteflexion with ill development 
—conditions in which dysmenorrhea is 
sometimes a prominent and violent symp- 
tom—is absolutely futile and should never 
be employed. 

In these cases the various surgical meth- 
ods, such as dilatation and curettement, 
the introduction of uterine drains and 
various other means, have been employed 
all too frequently. The results have been 
uniformly unhappy and have only served 
to bring discredit on surgical treatment in 
general. 

In cases of chronic engorgement of the 
endometrium or uterine wall, or in acute 
anteflexion with normal development of the 
uterus, dilatation and curettement may do 
some good. This may be supplemented in 
certain cases by the introduction of a stem 
drain. But intra-uterine drains or pessaries 
act as foreign bodies, they are more or less 
irritating, and sometimes do more harm 
than good. 

The manifold operations designed for 
the relief of dysmenorrhea indicate that 
none are wholly satisfactory. The surgical 
measures used may be summarized as fol- 
lows: 

(a) Dilatation and curettement. 

(b) Dilatation and curettement supple- 
mented by the introduction of a stem drain. 

(c) Dilatation and curettement with bi- 
lateral cervical hysterotomy, as advocated 
by Blair Bell. 

(d) Dilatation and curettement with cer- 
vical hysterotomy supplemented with high 
dilatation of the cervical canal, as practiced 
by F. A. Cleland. 

(e) Dilatation and curettement with bi- 
lateral cervical hysterotomy, as advocated 
by Pozzi. 

(f) Dilatation and curettement with pos- 















terior cervical hysterotomy, as designed by 
E. C. Dudley. (As a curative operation the 
method of Dudley provides superior re- 
sults.) 

(g) Dilatation and curettement supple- 
mented by various operations upon the 
round or other ligaments to correct uterine 
malposition. 

(h) Various vaginal or abdominal opera- 
tions, depending upon the indications, with 
a view of correcting or removing the ex- 
citing cause of the pain. 

In most instances of uncomplicated dys- 
menorrhea the simple operation of dilata- 
tion and curettement will suffice. The re- 
sults obtained from this mild procedure 
compare very favorably with those obtained 
by the more extended methods of cervical 
surgery. 

R. W. Johnstone, in studying postopera- 
tive histories of 576 cases of dysmenorrhea, 
found that dilatation with or without curet- 
tage permanently cured 79.8 per cent. Tem- 
porary relief was provided in 32.8 per 
cent. Seventeen and four-tenths per: cent 
were not benefited, and four per cent were 
made worse. 

Blacker claims that dilatation and curet- 
tage will permanently cure one-third of the 
patients and that it will relieve an additional 
third for one or more periods. In the 
remaining third, he believes, the operation 
will uniformly fail. 

Holden studied 95 patients from one to 
twelve years after a dilatation and curette- 
ment had been performed. Forty per cent 
of the patients were relieved. In seven per 
cent of these, however, the symptom re- 
turned; in 30 per cent relief was not af- 
forded, and the remaining 30 per cent were 
only temporarily improved. 

R. M. Rawls, in studying the end-results 
of 205 patients with postoperative records 
of 117 in whom dilatation and curettement 
supplemented with or without a pessary 
had been performed, noted improvement in 

77.8 per cent, and relief in 61.1 per cent. 
He further found that this simple operation 
was not without harm. A permanent mor- 
. bidity was observed in from 5.8 to 7.8 per 
cent, and a temporary morbidity in from 
17.6 to 21.8 per cent. 
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Permanent relief is said to be afforded 
by the extension of dilatation and curette- 
ment to include cervical hysterotomy, as 
advocated by Bell and Cleland, with or 
without high divulsion. 

Blair Bell does not commend the em- 
pirical operation of dilatation and curette- 
ment alone, since both in its immediate and 
remote results the percentage of improve- 
ment and absolute cure, he claims, is only 
about one-half of that obtained by the 
scientific treatment of the causative factor. 
This, Bell believes, resides about the internal 
os. This belief shows his high regard for 
the “obstructive theory” as the exciting 
factor. 

In treating a large series of cases by dila- 
tation and curettement followed by bilateral 
cervical hysterotomy Bell claims to have 
obtained cures in 86 per cent. 

F. A. Cleland uses a method somewhat 
similar to that recommended by Bell, though 
supplemented by high and prolonged cervi- 
cal divulsion. Of 230 patients thus treated, — 
all of whom had various types of therapy 
applied previously, 175 were followed. One 
hundred and thirty-eight of these were re- 
ported cured or markedly relieved. Twen- 
ty-nine obtained partial relief only. In 
eight the operation failed. 

Operations of splitting the cervix ante- 
riorly or posteriorly, or both, following 
dilatation and curettement, may do some 
good. Some of the operations devised are 
commendable, while others deserve con- 
demnation and should not be practiced. 

The operation of Pozzi, consisting of an 
incision in the anterior and posterior lips, 
followed by excision of a piece from each 
lip and apposition of the cervical with the 
vaginal mucosa, may appear good in theory, 
but not in practice. This procedure is not 
anatomical and exposes the cervical mucosa 
to infection with subsequent inflammatory 
changes and dangers attendant thereto. 

The operation advised by E. C. Dudley is 
far superior, since it obviates the danger of 
exposing the cervical mucosa, as obtains in 
the Pozzi procedure. 

The Dudley method is of special value, if 
the dysmenorrhea is dependent upon acute 
anteflexion. This operation consists in 
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dilating the uterine canal and splitting the 
posterior wall of the cervix to the cervico- 
vaginal junction. The angle of flexion is 
then incised with a scalpel introduced into 
the cervical canal. Incision is made through 
the mucomuscular coat of the uterine wall 
wide enough to permit the introduction of 
the index-finger into the uterine cavity. A 
wedge-shaped piece of tissue is next ex- 
cised from each side of the cervical raw 
surface. A catgut suture carried through 
the left side of the incision and out through 
the right side is made to coaptate the raw 
surfaces. 

The lateral raw surfaces are approxi- 
mated with two or three interrupted sutures. 
This operation not only prevents exposure 
of the endometrium and cervix, but at the 
same time throws the cervix backward and 
high up into the posterior vaginal fornix, 
thus overcoming the tendency to angula- 
tion. 

Sometimes, as we have previously men- 
- tioned, the operation of dilatation and cu- 
rettement is supplemented with intra-ab- 
dominal shortening of the round ligaments, 
especially if an acutely anteflexed uterus is 
in retroposition. 

In analyzing the surgical treatment of 
dysmenorrhea it is necessary to call atten- 
tion to the occasional relationship of chronic 
inflammation of the appendix to the symp- 
tom. If there be clinical evidence of 
disease of the appendix, its removal, in a 
few cases at least, is sometimes followed by 
the alleviation of the menstrual distress.’ 

The various operations tabulated in this 
paper have all been utilized by the writer. 
From an experience covering many years 
he has not elected any special procedure 
which he could dignify with the term “an 
operation of choice.” The simple operation 
of dilatation and curettement, all in all, 
seems to be just as effective as the supple- 
mentary methods, such as the insertion of 
an intra-uterine drain or the more extended 
operation of cervical hysterotomy. The 





1The anatomic explanation of chronic appendicitis 
with respect to its reaction to painful menstruation, 
according to L. B. West, depends on the commingling 
of the nutrient vessels of the appendix and ovarian 
artery. 
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operative results he has obtained, in the 
main, correspond fully to those already 
enumerated. 

In concluding this paper, the writer 
wishes to state that, owing to the lack of 
unanimity with regard to the proper inter- 
pretation of dysmenorrhea—its significance 
as a symptom—there has not developed an 
unanimity of opinion regarding its treat- 
ment, and hence the results from both the 
medical and surgical aspect have not been 
satisfactory or permanent. 

Finally, treatment of whatever nature to 
be abidingly effective must be applied dur- 
ing the twenty-two days of peaceful inter- 
lude and not during the six days of agita- 
tion and pain. 


BIBLIOGRAPHY. 

Auerbach: Med. Klin. Berlin, 17:1366, Nov. 
10, 1921. 

Bell, Blair: Lancet, April 28, 1923. 

Blacker, G.: Lancet, April 21, 1923. 

Bland, P. B.: New York Med. Jour., Aug. 6 
and 20, 1924. 

Bland, P. B.: Gynecology, Medical and Sur- 


gical, p. 374, 1924. 
Brettauer, J.: Amer. Journ. Obst., 1911, 64:214. 
Cleland, F. A.: Amer. Journ. Obst. and Gynec., 
Sept., 1924, 8:337. 
Cleland and Blair Bell.: J. Obst. and Gynec. 
British Empire, 1923, No. 2, 30:119. 
Clow, S.: Lancet, June 9, 1923. 
Drenkhahn: Zentralbl. f. Gynak., 1910, 34:1531. 
Forssner, H.: Upsala Lakaref. Forh., No. 8, 
Stockholm, September 1, 1921. 
Hirsch, H.: Arch. f. Gyndk., Berlin, 120:111, 
Oct. 1, 1923. 
Holden: American Medicine, 1905, 10:776. 
Johnstone, R. W.: Lancet, April 28, 1923. 
Litzenberg, J. C.: Journ. Amer. Med. Asso., 


1919, 73 :601. 

Ludwig and Lenz: Zeit. f. Geb. und Gynak., 
1924, No. 87. 

Meaker, S. R.: Journ. Ind. Hyg., 4:94, June, 
1922. 


Meyer, H.: Riiegg. Scheiz. Med. Woh., Basel, 
54:317, April 3, 1924. 
Noé, C. G.: Nederl. v. Geneesk., Haarlem, 68: 
1606, September 27, 1924. 
Novak, Emil: Gyne. and Obst. Monographs, 
D. Appleton & Co., 1921, page 202. 
Novak, J.: Wien. Klin. Wchnsch., 1913, 26: 
068. 
Philipps, Leonard: Women’s Med. Journ., 
31:17, January, 1904. 
Rawls, R. M.: Amer. Journ. Obst. and Gynec., 
February, 1921. ; 
Schmidt, H. R.: Mont. f. Geb. Gynék., Berlin, 
61:23, January, 1923. 
Stoddart, W. H. B.: Lancet, May 5, 1923. 
Watkins, T. J.: Practical Medical Series, 1923, 
page 51. 
West, L. B.: Internat. J. Med. and Surgery, . 
Sept., 1924, 37 :404. 


1621 Spruce STREET. 

















Editorial 


ETHYLENE AS AN ANES- 
THETIC. 





The public prints, as well as some med- 
ical journals, have contained a considerable 
amount of news in regard to the employ- 
ment of this substance as a substitute for 
the older anesthetics. That it is capable of 
producing anesthesia is without doubt a 
fact. Whether it holds the promise of dis- 
placing them in popularity is a grave ques- 
tion which is still to be settled. One thing 
seems to be assured, namely, that its com- 
bination with oxygen is essential. 

Our own feeling from summarizing the 
literature rather than from personal ex- 
perience is that anesthesia can be produced 
by ethylene and oxygen, but the question 
really is, how is it to be produced by this 
means ? 
has been started with ethylene and oxygen 
and maintained by the admixture of ether. 
The advantages claimed for this method 
are that the induction of anesthesia occurs 
with great rapidity, that the patient is re- 
laxed, whereas under nitrous oxide relaxa- 
tion usually does not occur; and, again, like 
most drugs which act promptly, ethylene 
is equally fleeting in its influence if its ad- 
ministration is not continued, possessing in 
this way the advantages of nitrous oxide. 

One of those who have had most expe- 
rience with it is Heaney, who has recently 
published in the American Journal of Ob- 
stetrics and Gynecology a paper in which 
he records the fact that ethylene and oxygen 
has been used in the gynecological service 
of the hospital to which he is attached on 
338 occasions without the addition of ether, 
on 111 occasions with ether for gynecolog- 
ical purposes, and in 231 instances for ob- 
stetrical purposes. He states that without 
ether it has been entirely adequate for all 
operations attempted from below, such as 
vaginal hysterectomies, etc., but he admits 
that the anesthetist must be more watchful 
with ethylene than with ether if the 
anesthesia is to be smooth and even, since 
while it does not demand quite the knack 


In some instances the anesthesia 
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in its administration that does nitrous oxide, 
the administrator must, nevertheless, be 
trained in its use. Another advantage 
which is claimed for ethylene is that the 
respirations are not exaggerated as they are 
prone to be under ether, but are of approxi- 
mately the normal rate and depth, so that 
there is not the same displacement of the 
abdominal contents after incision. 

It is claimed to have no effect upon the 
blood-pressure and not to be irritating to 
the respiratory passages, and Heaney states 
that operations upon diabetics and nephri- 
tics and patients with bad hearts have been 
performed without disagreeable deleterious 
effects, so that it has been substituted for 
local anesthesia in old and feeble persons 
for whom chloroform and ether would be 
considered dangerous. 

The strength of the gas for ordinary labor 
cases is stated to be 80 to 90 per cent 
ethylene, and two inhalations are sufficient 
to produce analgesia. When Cesarean sec- 
tion is performed, the quickness of the 
induction of anesthesia and the freedom 
from straining and asphyxia are important 
recommendations both for the mother and 
the child; but, on the other hand, Heaney 
points out that there is more bleeding from 
the empty uterus under full anesthesia with 
ethylene than with nitrous oxide, but very 
much less than with ether. 

There are two other points which must 
be considered in connection with this new 
anesthetic. One is its exceedingly dis- 
agreeable odor, although Heaney claims that 
this is more disagreeable to the bystander 
than it is to the patient. A more important 
objection is its highly explosive qualities, 
particularly when well mixed with oxygen. 
He states that he has had two serious explo- 
sions in spite of the greatest possible cau- 
tion ; flame, cautery (electric or otherwise) 
may, when coming in contact with the gas, 
produce this result, and in the two instances 
referred to static electricity seemed to pro- 
duce the spark which caused the explosion. 
In one instance the anesthetist thought ‘he 
might have struck the delivery table with 
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the gas mask and so produced a spark. In 
these days when electrical instruments are 
so largely employed and when electricity 
permeates everything, this danger is by no 
means small, and Heaney suggests that 
the tubing which runs to the mask be 
made of flexible metal instead of rubber, or 
that at least a spiral coil of wire be placed 
in it which will make a continuous metallic 
circuit from the mask to the gas machine 
and tank, and, further, that the tank itself 
be grounded by means of a conductor such as 
a wire attached to a radiator or water pipe, 
and, again, that the inner surface of the 
mask be lined with wire gauze, which, 
in turn, should be in contact with a metallic 
tube conducting the gas mixture to the face 
of the patient. 

It is only fair to say, however, after this 
warning, that in nearly 3000 administrations 
of ethylene there have been only two explo- 
sions. 





THE SURGICAL TREATMENT OF 
AURICULAR FIBRILLATION. 





In a recent issue of the British Medical 
Journal, Dunhill contributes a paper in 
which he does not advise surgical interfer- 
ence in the ordinary cases of auricular 
fibrillation, but solely in those instances of 
this malady which complicate toxic goitre. 
Such patients are usually considered any- 
thing but favorable subjects for operative 
interference, yet the results which he ob- 
tained in a limited number of cases are suf- 
ficiently noteworthy to attract attention, 
the’ more so as in several instances electro- 
cardiographic records before and after sur- 
gical treatment confirm his clinical diagnosis 
of the presence of the condition and its sub- 
sequent disappearance, and numerous micro- 
photographs are given to illustrate the 
changes which take place in goitre of the 
toxic type. 

Possibly the title of this editorial and of 
Dunhill’s paper would have been better had 
it read “The Value of Operation in Toxic 
Goitre for the Removal of Auricular Fibril- 
lation.” Dunhill states that between the 








THE THERAPEUTIC GAZETTE ‘ 


years 1907 and 1919 there were a number 
of cases of exophthalmic goitre operated 
upon by him which had irregular heart 
action with associated evidences of hyper- 
thyroidism. More recently since our knowl- 
edge of hyperthyroidism has increased along 
with that of auricular fibrillation, his in- 
terest in the matter has been materially 
increased, and he is not only studying these 
cases by means of the electrocardiograph 
and the microscopic examination of excised 
tissue, but has also called to his aid the use 
of the metabolimeter. 

In his operations he uses local anesthesia. 
He details in all eighteen cases, only one of 
which died. In only two of them did 
auricular fibrillation fail to disappear, al- 
though in three others it was necessary to 
follow the operative procedure with quini- 
dine. In one case the fibrillation disappears 
and recurs. In each instance a very con- 
siderable amount of the thyroid gland was 
removed; thus in one case the right lobe 
and isthmus was removed and three weeks 
later two-thirds of the left lobe. In another 
case the right lobe was removed in 1922. 
Some months after, the beat not being 
steadied, two-thirds of his remaining lobe 
were removed. In this case the heart did 
not become spontaneously regular, but did 
so after four doses of five grains each of 
quinidine sulphate had been given. There 
has been no recurrence of the auricular 
fibrillation. In still another case, too ill to 
operate upon when first seen, after a month 
of observation, removal of one lobe was 
carried out without material benefit of any 
of the symptoms. Some time later two- 
thirds of the second lobe was removed 
with a total disappearance of the evil symp- 
toms, so that the woman is very active and 
states that she walks six miles at a time. 

These cases are a fair representation of 
the others which he reports. He believes 
that auricular fibrillation is a not infrequent 
result of thyroid toxemia, whether it arises 
from toxic adenoma or true exophthalmic 
goitre. Dunhill also is convinced that liga- 
tion of the thyroid vessels does not achieve 
such results because the fibrillation and 
other symptoms recur. He also makes the 
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additional interesting statement that when 


‘one lobe has been removed without benefit, 


quinidine has not been capable of holding 
the heart regular ; in other words, both lobes 
must be attacked. He recognizes that there 
is some danger in the administration of 
quinidine, but that the doses that he names 
are less than those employed by others. The 
question naturally arises as to how grave 
a complication of thyrotoxicosis auricular 
fibrillation may be. If the auricular fibril- 
lation seems to be responsible for cardiac 
decompensation and a failing circulation, 
Dunhill’s proposition is worthy of consid- 
eration, although, as we have said in the 
earlier part of this editorial note, such pa- 
tients are anything but good operative risks. 





THE TREATMENT OF 
DYSENTERY. 





Although dysentery, using that term in 
its proper application, is not commonly met 
with in the United States, it is by no means 
rare in our dependencies, and occasional 
cases occur in the northern latitudes either 
by importation or other cause. Whether 
it be rare or common in a given district, all 
medical men are interested in the progress 
which is being made in its control and cure. 
For this reason we think it appropriate to 
call attention to a paper by Acton and 
Knowles, majors in the Indian Medical 
Service, who write from the Calcutta 
School of Tropical Medicine in the Jndian 
Medical Gazette. 

After pointing out that dysentery is not 
the name of a disease but is a symptom- 
complex in which there are frequent stools 
containing blood and mucus, whose passage 
is accompanied by pain and tenesmus, they 
emphasize the fact that the great majority, 
except in some tropical areas, are due to 
the Entameba histolytica or to the bacillus 
of Shiga or Flexner, and they insist upon 
the importance of making a differential 
diagnosis by microscopical methods before 
treatment is instituted, because the treat- 
ment which is suitable to one type is abso- 
lutely useless in the other. This is the more 


EDITORIAL 





179 


important because the frequency of the two 
types varies greatly. Aparently in India 
statistics show that the bacillary type is five 
or six times as common as the amebic. 

The clinical symptoms of bacillary dys- 
entery are fairly well defined, because as a 
rule it is an acute febrile disease with a 
fairly sudden onset, the patient becoming 
so ill that he immediately becomes an in- 
patient in the hospital or at home, in dis- 
tinction from amebic dysentery, which is 
characteristically a walking dysentery and 
only confines the average patient to bed, 
unless he is ordered there, by the develop- 
ment of secondary lesions after the disease 
has existed for some time. Furthermore 
its onset is prone to be more gradual. One 
of the reasons why the symptoms of bacil- 
lary dysentery are so speedily developed is 
probably the fact that the Shiga bacillus 
produces from protein foods poisonous 
bases which affect the heart and respira- 
tion. In bacillary dysentery the stools are 
usually inoffensive and contain bright-red 
blood and mucus with no other elements. 
In amebic dysentery, on the other hand, 
there may be a simple diarrhea with, or 
without, traces of blood and mucus, and 
the stools may vary from a deep brown to 
a grayish-green, although often they are 
dark and tarry in color. The blood when 
present is apt to be microscopic rather than 
macroscopic, and, furthermore, such stools 
are nearly always offensive. The bacillary 
stool is usually alkaline to red litmus paper, 
whereas the amebic stool is usually acid. 
This test is of considerable importance. 

’ A journal dealing with therapeutics has 
not space to detail the various microscop- 
ical appearances of such stools. In some 
instances it requires one who is skilful in 
technique to reach proper conclusions, but 
one important change in amebic dysentery 
is that under the microscope the red cells 
are seen to be sticky and agglutinated, so 
that they appear not singly or in rouleaux, 
but conglomerated in masses. Further- 
more, in such a stool, active motile amebe 
are seen to be pushing about. This condi- 
tion of the red cells is so characteristic that 
even if bacilli are deemed to be the cause 
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of the attack, the idea must occur that a 
mixed infection is present. In the bacillary 
type there are more cells in the field and 90 
per cent are polymorphonuclear leucocytes. 
The eosinophiles, which are often numer- 
ous in the amebic type, are absent, and the 
changes we have described in the red blood 
corpuscles are not seen. 

Last of all, in regard to diagnosis, we 
may quote Acton and Knowles as empha- 
sizing the statement that to all intents and 
purposes the examination of a stool more 
than two hours after it has been passed is 
useless. 

In regard to treatment, all patients should 
be ordered to bed, and both types may be 
treated by the use of magnesium sulphate 
at this time in order to flush the colon. It 
is, of course, well known that emetine is of 
no value in bacillary dysentery; it makes 
the patient worse. It is also becoming in- 
creasingly evident that our knowledge as 
to how emetine does good in amebic dys- 
entery is lacking, because it has been found 
to have no direct action upon the parasite 
and must produce some change in the blood 
or serum, which in turn affects the invader. 

These authors add a word of caution in 
regard to the too free use of emetine 
by hypodermic injections, pointing out that 
its effects are cumulative and that the maxi- 
mum dose in one course of treatment which 
is permissible for administration to an adult 
male, in relatively fair health, should not 
exceed 12 or at the most 15 grains. Note 
that this is the dose for the course of treat- 
ment, not the single dose. The injections 
are given twice or thrice a week, and in most 
instances it is necessary to give a second 
course of 12 to 15 grains, and it may be 
even three or four courses with intervals 
between, always remembering that in ad- 
vanced cases the parasites are deep down 
in the submucous tissues and, therefore, 
that the cure is rendered more difficult. 

In addition to the rest in bed for at least 
ten days in amebic dysentery, the patient 
should be placed upon a milk diet and each 
morning receive a full dose of saline. After 
this he receives two drachms of bismuth 
subcarbonate every four hours suspended in 
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half a glass of water. Two and a half 
hours after the first dose of bismuth for the 
day one grain of emetine is given subcu- 
taneously. It is true that if given intra- 
muscularly, the immediate pain and reac- 
tion are less, but the subsequent induration 
and pain is greater. Acton and Knowles 
believe that the time of the injection is very 
important, and this is the reason that they 
advocate its use two and a half hours after 
the use of the first dose of bismuth. After 
this treatment has been carried on for six 
days, it is stopped for three days, except 
for the administration of the morning saline, 
and then repeated. During this time an 
examination of the stools is useless since 
few if any amebe can be found, which 
does not prove, however, that the patient is 
cured. Ultimately, however, if six con- 
secutive daily examinations of the stools 
fail to reveal the parasite, the patient may 
be discharged, but should be kept under 
observation for a number of weeks and 
treatment renewed if there is any tendency 
to relapse. 

Turning to bacillary dysentery, these 
writers insist that the treatment depends 
upon a differentiation between that due to 
the bacillus of Shiga and that of Flexner. 
In both types ten days of complete rest in 
bed is essential, but a milk diet is not ad- 
visable in the Shiga type, because, as already 
stated, the bacillus of Shiga produces 
from protein foodstuffs a toxic substance. 
The diet in the Shiga infection, therefore, 
would consist of carbohydrates. On the 
other hand, in the presence of the Flexner 
infection, protein foods may be freely given, 
and these cases often show intolerance to 
starches. 

It goes without saying that for the Shiga 
and Flexner infections antitoxic serum 
should be used, but Acton and Knowles be- 
lieve it is only of value during the first 
forty-eight hours of the attack, when it 
acts like a charm, and that it should be 
given intravenously in doses of from 40 to 
100 cc, the stools being immediately re- 
duced and the symptoms of toxemia dis- 
appearing. 

Instead of using salines in every case 

















they find that castor oil with a little tincture 
of opium acts as the best purge at the start, 
but after the oil has acted, magnesium or 
sodium sulphate in the dose of one drachm 
every two hours is to be employed until the 
pain and toxemia have passed off, when the 
dose should be given every four hours. As 
soon as the stools have become frequent and 
free from pus, a single morning dose of 
saline, or an evening dose of liquid paraf- 
fin, may be used, and at this time it is often 
wise to use bismuth salicylate and Dover’s 
powder until the stools are black and 
formed. 

The treatment of chronic cases is prac- 
tically identical with that already outlined, 
except that it has to be continued over a 
much longer period of time. 

Last of all these authors strongly em- 
phasize their antipathy to surgical meas- 
ures, which are sometimes resorted to in 
old cases of dysentery for the relief of 
symptoms which do not yield to medical 
treatment. They advise abdominal support 
with a broad belt, the use of tonics, fresh 
air and sunshine, and every possible meas- 
ure to improve the patient’s general health. 

In closing their article, they also insist 
that for a physician to treat a case of so- 
called dysentery without a laboratory plus 
clinical diagnosis is to act like a captain of 
a ship who puts out to sea without a 
compass. 


GASTRIC LAVAGE AFTER 
ANESTHESIA. 





The opinion of surgeons of experience to 
the effect that gastric lavage is a most use- 
ful method of controlling nausea and vomit- 
ing after the administration of an anes- 
thetic is so favorable and universal that its 
employment should always be borne in mind 
in the presence of patients manifesting these 
symptoms. On the other hand it is not to 
be denied that in the case of a patient who 
has never had a stomach tube passed the 
retching which is induced often leads both 
the physician and the patient to the con- 
clusion that the remedy is worse than the 
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trouble. A certain amount of this difficulty 
can be overcome by the employment of 
a duodenal tube or the gastric tube of Reh- 


fuss. It is very much more easily swal- 
lowed or passed than is the large stomach 
tube used so largely a few years ago and 
still employed by some. Another advan- 
tage is that a small tube can be passed 
through the nose, and so does not produce 
the gagging which is produced by the tube 
passing over the root of the tongue. As is 
well known, the small tube is so pliable that 
when passed through the mouth it is often 
necessary to insert a wire guide in order to 
make it enter the pharynx. When passed 
through the nose the patient may drink 
water as the tip of the tube gets well into 
the pharynx and so aid its passage into 
the stomach. When in the stomach its con- 
terits can be removed by the use of a large 
syringe instead of relying upon siphonage, 
which is commonly done with the old-fash- 
ioned stomach tube. By this means, too, we 
can be more certain of getting the stomach 
entirely empty, and, if desired, the tube 
may remain in place for many hours for 
subsequent washing or for the introduction 
into the stomach of medical agents which 
may be considered advantageous, or, again, 
with the hope that the water so introduced 
will be absorbed. Of course the employment 
of such a tube is equally advantageous for 
preoperative washing out of the stomach. 
In some instances advantage will be ob- 
tained by urging the tube on in such a 
way that it will enter the duodenum, 
and in certain cases by its being allowed 
to remain in place the Murphy drip 
method may be carried out at this end of 
the alimentary canal instead of at the 
rectum. - 

We have often called attention to the 
necessity of employing hypotonic salt solu- 
tion in cases of this kind. Isotonic solu- 
tions are slowly absorbed and hypertonic 
solutions withdraw fluid from the tissues, 
whereas hypotonic solutions pass into the 
tissues, which is the point desired. A re- 
cent article by W. L. and C. P. Brown 
of El Paso, Texas, does much to empha- 
size these important points. 
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ENDOCARDITIS TREATED BY 
IMMUNO-TRANSFUSION. 





In the September issue of the GAZETTE 
we dealt with this subject, pointing out that 
in a certain proportion of cases very good 
results had been obtained from this method 
of treatment. It occurs to us, therefore, 
that our readers will be interested in the 
report of a case made to the London Lancet 
by Wordley, the patient being a man of 
thirty-seven suffering from all the charac- 
teristic symptoms of an infectious endo- 
carditis with profuse sweats and marked 
febrile movement. Although a blood cul- 
ture was sterile, nevertheless the symp- 
toms were so characteristic that there was 
no doubt of the diagnosis. Resort was had 
to immuno-transfusion. Following the first 
injection the temperature fell steadily, the 
sweating was less profuse, and the patient 
declared he felt much better and was anx- 
ious to have the treatment repeated. Four 
days after the injection he had an infarct 
of the spleen and five days later was given 
another injection, at which time he had a 
rigor followed by extreme collapse, the tem- 
perature falling from more than 103° to a 
little above 96°, and with vomiting and 
incontinence of urine and feces. On re- 
covery from this critical condition he stated 
that he felt very much better. Twelve days 
later he was injected for the third time. 
Again the rigor started, but other evil symp- 
toms did not develop. Marked improve- 
ment set in immediately, the temperature 
becoming normal and remaining so for the 
next three weeks, with a later gain in 
weight and strength. Following this he 
was given small doses of a stock strepto- 
coccic vaccine. Six months later the pa- 
tient was able to be about and at his work, 
although on effort he has some shortness 
of breath with blurring of the first sound. 

We all know that some cases of endo- 
carditis of this type recover, although the 
majority do not. The condition is usually 
so hopeless that even the report of a single 
case is of peculiar interest. 





THE THERAPEUTIC GAZETTE 


POSTOPERATIVE PULMONARY 
EMBOLISM. 





Pneumonia is recognized as a not uncom- 
mon sequel of even well-conducted opera- 
tions, and particularly those practiced on 
intra-abdominal organs. Its incidence is 
undoubtedly lessened by proper anesthesia, 
gentle handling of tissues, the avoidance of 
surface chill. Even witht every precaution 
taken there will occur, as a rule in the 
course of days, and as a matter of record 
in twenty-four hours, an attack character- 
ized by a slight hurry in breathing and puise 
and a pain in the chest, attributed by the 
patient to a draft to which he has been 
exposed, often diagnosed by the attending 
surgeon as intercostal neuralgia or, if there 
be localized friction sounds, as pleurisy; 
and practically always dependent, when it 
appears in this form, upon a small clot car- 
ried to the heart from a thrombosed vein 
and blocking one of the smaller branches of 
the pulmonary artery. 

The question as to why such a compli- 
cation, either in its light or in its more 
serious and fatal form, can result from a 
thrombus formed in the area draining into 
the liver is one difficult to answer unless it 
be assumed that, incident to the abdominal 
operation, there be thrombosis in some 
branches of the inferior vena cava. 

In all large clinics there are instances of 
sudden and apparently causeless death com- 
ing in such manner as implies with almost 
certainty a sudden and more or less com- 
plete blocking of the medullary centers pre- 
siding over the functions of circulation and 
respiration. These deaths, unless demon- 
strably due to other causes, are set down to 
embolism; and again, if they occur as the 
result of operation a clot sufficiently large to 
cause such a result could not possibly pass 
through the capillaries of the lungs. There- 
fore even though the presence of a periph- 
eral thrombus has been proven and one 

which by detachment might reach the heart, 
it is quite certain that it would be arrested 
in the lung, causing an infarct proportion- 
ate in size to the area of the lung blocked. 





EDITORIAL 


It would seem that the only explanation for 
these cases of sudden death due to emboli, 
and in the absence of valvular lesion, would 
lie in the assumption that thrombi may pri- 
marily form in the pulmonary veins, and 
disloging from there may be forced through 
the carotid into the intracranial circulation. 
As generally applied, the term pulmonary 
embolism has reference not to the slight 
cases usually diagnosed as pleuritic, but to 
those tragedies in surgery characterized by 
shocking pain, profound dyspnea, and a 
failing circulation. 

A study of tabulated cases from various 
clinics made by Lockhart-Mummery (Brit- 
ish Medical Journal, Nov. 8, 1924) gives 
an incidence of something less than one 
fatal case in a thousand operations. In the 
Adelaide Hospital he finds that between 1 
and 3 per cent of operative deaths are 
attributable to pulmonary embolism; St. 
Mark’s Hospital gives an incidence of 5 per 
cent of deaths. Lockhart-Mummery notes 
that death if it is to occur from this cause 
is usually within the first ten minutes. 
Survival longer than this period implies a 
fair chance of recovery if there be no sec- 
ondary pneumonia following. Diagnosis is 
made upon the sudden onset of the symp- 
toms and their severity. 

As to the cause of death, this is attribu- 
table to the sudden strain thrown on the 
right heart incident to the obstruction to the 
flow of blood from it. Cutting off of the 
breathing surface is of minor moment. 

Bearing on treatment it will be remem- 
bered that Trendelenburg has suggested op- 
eration for the relief of those cases in which 
the embolus is probably lodged in the pul- 
monary artery, and has described a tech- 
nique by which this vessel may be reached, 
opened, and the clot removed. Since pa- 
tients who live more than ten minutes 
usually recover, and since it is not con- 
ceivable that the formidable operation de- 
scribed by Trendelenburg could even be 
inaugurated within this time, and for other 
fairly obvious reasons, the suggestion would 


seem to be as yet mainly of academic in- 
terest. 
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Lockhart-Mummery’s explanation of the 
source of the embolus is to the effect that 
incident to all operations there is a certain 
amount of thrombokinase liberated which 
is taken into the blood channel. Because of 
the slowed circulation, and particularly that 
of the larger venous trunks, there is a stag- 
nation of the blood near the vessel walls, 
and particularly at or about their points of 
bifurcation, which tends to encourage clot- 
ting. The conditions of the intra-abdominal 
operations are such as to favor the slow 
circulation in the inferior vena cava and 
the subdiaphragmatic branches. The throm- 
bus from which the embolus is derived 
develops in these branches, and in the course 
of hours, days, or even weeks is loosened 
and washed into the lung by the circulation. 
He believes that the present methods of 
anesthesia, including a preliminary injection 
of morphine, encourage thrombosis by slow- 
ing the blood stream, and that the complica- 
tion is more frequent now than it was at the 
time when anesthesia was usually followed 
by postoperative vomiting. He strongly 
advises against operative purgation, against 
starving, against constrained positions on 
the operating table, particularly such as 
might cause pressure upon veins. 

Gordon Watson, quoting the necropsy 
records in St. Bartholomew’s Hospital, finds 
an increase in deaths due to pulmonary em- 
bolism from 0.5 per cent in 1914 to 2.79 in 
1923. He accepts the belief that the under- 
lying cause of pulmonary embolism is pas- 
sive clotting in the larger veins occurring 
immediately after operation. In the ab- 
sence of inflammation of the vein walls 
these clots are readily detached, for instance, 
by a sudden motion or by a stimulated cir- 
culation. The embolic complication of such 
thrombosis seems commonest between the 
fifth and tenth days. Watson voices the 
widely expressed belief that thrombosis in 
the larger veins may be an extension from 
that of smaller branches thrombosed during 
operation. 

Since the main danger is incident to sud- 
den and at times overwhelming strain 
thrown on the right heart, the immediate 
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treatment of the symptoms of pulmonary 
embolism in its dangerous form lies in the 
administration of amyl nitrite and the re- 
lief of pain by morphine. There seems to 
be a general consensus of opinion to the 
effect that prolonged rest in bed is a con- 
dition which favors thrombosis. It is note- 
worthy that pulmonary emboli are not noted 
in children, nor are they observed in op- 
erations upon the upper extremities. These 
facts would seem to corroborate to an ex- 
tent the view that a slow venous circulation 
is an important underlying cause. 





RENAL DECAPSULATION FOR 
NEPHRITIS. 


It may have been on the principle that it 
is better to do something than to stand by 
and wait for the prompt and inevitable end 
that the first operator, probably in the pres- 
ence of a patient uremic and comatose, pro- 
ceeded to expose one or both kidneys and 
strip them of their capsules. His natural 
reasoning would be that failure of excre- 
tion might be due to engorgement of the 
organ, and that stripping of the capsule and 
relieving this engorgement, i.e., producing 
a local bleeding, might restore to its func- 
tional degree an arrested circulation. It 
may be still further argued that not only 
the moderate bleeding attending the opera- 
tion, but the turning back of the fairly 
thick, strong, fibrous capsule would further 
tend to favor circulation. 

Whatever the reason of the first operator 
this procedure has been widely practiced, 
usually for uremia in its terminal stage: at 
first in cases of acute nephritis, later for 
practically all renal conditions resulting in 
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arrest of excretion. Under these conditions 
the mortality is necessarily large. The sur- 
prising fact is, as reported by Bessesen 
(American Journal of Surgery, November, 
1924), that improvement, if this be judged 
by published reports, is noted in approxi- 
mately 65 per cent of the cases, and death 
in but from 5 to 10 per cent. 

As to the type of case in which decap- 
sulation is most successful, the best results 
are reported as following acute nephritis 
and anuria. Next in order of benefit to be 
expected come chronic nephritis with edema. 
When there is no edema not much can be 
expected from the operation. Edebohls is 
reported as having had excellent results 
where this procedure was applied to the 
arteriosclerotic kidney, though others who 
follow his teachings are not in accord with 
him in the expectation of betterment or 
cure. 

Bessesen lays down the rule that the 
kidney: may be decapsulated in any case 
that has a poor prognosis; when other 
means have failed and a fatal outcome is 
expected shortly decapsulation is indicated. 

Except in case of acute nephritis the 
ultimate prognosis is necessarily bad, though 
there seems evidence that life has been pro- 
longed by this operation months or even 
years. Bearing-on the somewhat astonish- 
ing figures presented from the study of 
reported cases, and also considering the fact 
that perhaps the great majority of opera- 
tors have adopted this procedure only when 
all other means have failed and death is 
imminent, a mortality of 5 to 10 per cent 
would suggest not the safety of the method, 
but that in the main only the successful 
or partially successful cases have been 
recorded. 


“Wr 





Progress in Therapeutics 


Medical Therapeutics 


The Treatment of Rheumatism of 
Childhood. 


Raven in the Lancet of September 13, 
1924, states that the treatment may con- 
veniently be considered under three head- 
ings, namely, treatment directed against 
(a) acute symptoms, (b) chorea, (c) 
chronic carditis, it being understood, how- 
ever, that the third class of treatment ap- 
plies to every case of rheumatism occurring 
in children. 

The arthritis and pyrexia in an acute case 
rapidly yield in young subjects to treat- 
ment by salicylates. Rheumatism is rare 
below the age of six years. To a child of 
eight or ten years, 15 grains of sodium 
salicylate may be given with 30 grains of 
sodium bicarbonate every hour for eight 
hours, and thereafter four-hourly until the 
temperature becomes normal. After this 
the medicine must be continued thrice daily 
for at least a fortnight. In the meantime 
the child is kept in bed between blankets, 
and any affected joint is supported by 
cotton-wool and a small many-tailed band- 
age. In the case of a persistently pain- 
ful joint, linseed poultices applied over 
a single painting with tincture of iodine 
are useful. While any acute symptoms 
remain the diet should be strictly lim- 
ited to milk and clear fluids, a milk diet 
being of great importance in the reduction 
and prevention of fever; meat extracts are 
not allowed. If tonsillitis is present the 
openings of the tonsillitic crypts must be 
repeatedly cleared by sponging with cotton- 
wool swabs ; the mouth must be kept clean 
and the bowels opened daily. In the ab- 
sence of all complications, rest in bed 
should be, if possible, continued for six 
weeks in all. 

The treatment of chorea involves rest in 
bed: and emotional restraint in all but a 

, very few cases in which the neurotic ele- 
ment is so marked as to make early re- 
education of the first importance. The 


children should be encouraged to occupy 
themselves with sewing, knitting, or jig-saw 
puzzles for an hour or two every day, and 
a careful and discriminating nurse will 
know how to steer them between the vary- 
ing emotions, dependent upon fatigue on 
the one hand and boredom on the other. 
Arsenic is of much use, given as Fowler’s 
solution raised by m. j or m. ij week by 
week from an initial dose of m. ‘iv t. d. s., 
until the choreic movements are in abey- 
ance. The dose may then be continued 
unchanged for three weeks and then grad- 
ually lowered week by week until it is 
omitted altogether. Thereafter the child 
may start getting up, an added quarter of 
an hour every day being quite sufficient. 
During this stage, also, breathing exercises 
are most useful for the dissociated respira- 
tory movements. 

In the prophylaxis and treatment of 
rheumatic carditis is involved one of the 
chief outstanding problems of public health. 
Rheumatic disease stands in relation to 
tuberculosis of childhood, as regards fre- 
quency, in about the relation of 2 to 3, but, 
in great contrast to tuberculosis, as yet no 
serious effort has been made to cope with 
what Poynton has rightly called a prevent- 
able disease, great destroyer of life though 
it is. Questions of importance in the gen- 
eral prevention of the disease include the 
improvement of housing conditions, the 
education of school authorities to recognize 
early symptoms, and the desirability of 
notification to enable cases to be fol- 
lowed up. 

With regard to the management of the 
individual case, whenever it can reasonably 
be assumed that the tonsils may be a seat 
of rheumatic infection, tonsillectomy should 
be carried out. A fortnight’s administra- 
tion of salicylate of sodium thrice daily 
while the temperature is normal should pre- 
cede operation. The evidence in favor of 
tonsillectomy is not yet conclusive, especially 
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when chorea has been present, but on the 
whole it appears useful, especially if car- 
ried out after the first attack and before 
the heart is involved. 

After tonsillectomy (and, in acute cases, 
after the completion of the treatment al- 
ready described for these) a child who has 
had any form of rheumatic disease should 
be sent away from the environment in which 
it was contracted for from six to eight 
‘months, especially when the home is in a 
large town or a damp climate. This long 
convalescence should be insisted on whether 
complications in the shape of heart disease 
and chorea are present or not. Such a 
procedure often appears unreasonable to 
the parents, since the child seems to them 
and professes personally to be absolutely 
well. Nevertheless, it appears likely that 


when the allotted term of fresh-air treat- 
ment is lowered beneath six to eight months, 
recrudescence is more likely to recur, after 
the return home, in the rheumatic, just as 
in the tuberculous child. 

The ordinary convalescent homes, it is 


generally agreed, are not suited to deal with 
rheumatic cases. The life there is too 
active; rheumatic children should not be 
allowed to run about with those convales- 
cent from such self-limiting diseases as 
pneumonia and whooping-cough. This 
means that accommodation should be found 
for them in some country home or ward 
where there is suitable nursing supervision. 
The number of available beds in England is 
entirely inadequate for the thousands of 
children requiring them. Nevertheless, a 
few such places exist. 

As to the question of rest in bed, opinion 
is apparently still divided, though such au- 
thorities as Sir James Mackenzie and Dr. 
R. Hutchison recommend as much as six 
months’ rest in bed while there is still evi- 
dence of infection in the heart. After ob- 
servation of a number of cases during some 
length of time, Raven has come to the con- 
clusion that the choice between rest in bed 
and progressive infection of the heart is in 
many cases unavoidable, and he has cer- 
tainly never seen'a child the worse for a 
long period of rest in bed. The children 
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must be kept warm and should be out in 
the fresh air as much as possible; they 
should sit up in bed, since in that position 
the respiratory muscles act at greater ad- 
vantage. 


Hypertension: An Index to the Toxemia 
of Pregnancy. 

In Minnesota Medicine for September, 
1924, Mussey and RANDALL state that in- 
creasing hypertension during the course of 
pregnancy at any age points toward the 
onset of toxemic symptoms. 

Hypertension, especially in the woman 
under thirty years of age, is a better index 
of early toxemia than is albuminuria. 

Toxemia of the later months of preg- 
nancy is most common in _ primiparous 
women. 

The evidence that more than 25 per cent 
of primiparous women have a blood-pres- 
sure over 140, and that this hypertension is 
a fair index of the onset of toxemia, em- 
phasizes the importance of blood-pressure 
readings at regular intervals as a routine 
of prenatal care. 


Iodine in the Treatment of Pernicious 
Anemia. 

In an abstract on this subject, The Prac- 
titioner for September, 1924, states that in 
performing a post-mortem examination in 
several instances of death due to pernicious 
anemia, HoLer was struck by the fact that 
the thyroid contained no iodine, although 
in one case iodine had been administered 
in the form of injections of “mirion.” This 
observation led him to assume that in per- 
nicious anemia the thyroid loses its prop- 
erty of fixing iodine, a phenomenon which 
he considers to bear a direct relationship 
to the disturbance in the erythropoietic 
system present in this affection. He comes 
to the conclusion that pernicious anemia 
is to be regarded as a form of hemolytic 
anemia, in which the hemolysin is formed 
in consequence of the primary affection 
coupled with functional disturbance in a 
gland with an increased internal secretion. 











He reports the case of a man aged forty- 
one, who had suffered from pernicious an- 
emia for five years, which had resisted the 
usual forms of therapeutic treatment. 
Splenectomy failed to influence the condi- 
tion, and Holler resorted to a combined 
course of iodine and arsenic treatment, 
which resulted in a complete success. 

The author advises the following method 
of treatment: The patient should be sub- 
mitted to a prolonged course of iodine 
treatment, consisting in the administration 
of 3 to 5 drops of a 5-per-cent solution 
of potassium iodide three times a day. 
At the same time arsenic is given cau- 
tiously, and to assist the iodine action in 
the initial stages of the treatment, he rec- 
ommends the simultaneous administration 
of a preparation of the thyroid gland. 
However, an immediate effect is not to be 
expected from the use of iodine, and the 
value of this form of treatment is only 
apparent on prolonged administration. 


Influence of Saccharin on Secretion, 
Absorption and Kidney 
Elimination. 


In the Medical Times for September, 
1924, PENNy, KLeNK, Hever, Bristow 
and SOLOMON state, as a result of their ex- 
periments, that saccharin did not decrease 
the amount of phenolsulphonephthalein ab- 
sorbed through the intestine and eliminated 
through the kidney. Sacccharin did not de- 
cease the amount of water absorbed through 
the intestine and eliminated through the 
kidney. 

Based on the above series of experiments, 
they submit the following as a résumé of 
their conclusions, concerning (1) the influ- 
ence of saccharin on salivary and gastric 
secretion and digestion, (2) on intestinal 
absorption, and (3) on kidney elimination: 

1, Salivary secretion and salivary diges- 
tion are not inhibited. 

2. The quantity of appetite gastric juice 
is not decreased. 

3. The amount of free acid and the total 
acidity show no significant difference. 
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4. There is no difference in the digestive 
action of the appetite gastric juice. 

5. Saccharin does not inhibit the quantity 
of gastric secretion. 

6. Saccharin does not reduce the acid 
quality of the gastric secretion. 

?. Saccharin does not reduce the diges- 
tive activity of the gastric juice. 

8. Saccharin does not decrease absorption 
from the intestine. 

9. Saccharin does not affect elimination 
from the kidney. 


The Utility of Serums and Vaccines in 


War. 


In the Military Surgeon for September, 
1924, McCoy states that the therapeutic 
use of serums and vaccines did not play 
an important role in our military forces. 

With respect to diphtheria antitoxin few 
data are available in the form of publica- 
tions, but it may be assumed with much 
assurance that the results were satisfactory. 

That diphtheria is not alone a disease 
of children is shown by the fact that our 
forces had 4714 cases with 62 deaths. The 
figures illustrate the low case mortality in 
the age group attacked, especially where 
cases were treated early and adequately 
with antitoxin, as we assume is true in 
military service. 

Tetanus antitoxin was used intensively on 
cases of developed tetanus, and the results 
indicate that much benefit accrued. Anti- 
meningococcus serum was very largely 
employed; in this case the necessity for a 
serum carrying antibodies, for the specific 
types of the meningococcus prevailing, 
early became apparent. Such sera were 
made available and good results followed, 
though the results were not as good as 
expected. The intravenous use of the 
serum to supplement the intraspinal became 
popular. 

With respect to antipneumococcic serum, 
no claims were made that any were bene- 
ficial save that against the Type I infec- 
tions, and here the results were not striking. 
Perhaps no subject in biological therapy 
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has been the basis of so much discussion 
and controversy as this. The reports were 
very conflicting, many being based on 
groups too small to be significant; others 
were inadequately controlled. From civil 
sources the evidence furnished by suffi- 
ciently controlled series of cases leaves us 
with the clear impression that the serum is 
practically without effect. 

Polyvalent serums containing antibodies 
against the various types were also used, 
but not sufficiently extensively to judge of 
their value, though he has no reason to 
believe that they would prove of more value 
than the Type I antiserum. 





Blood Transfusion. 


In the Atlantic Medical Journal for 
September, 1924, Jones concludes an 
article with several points which should be 
emphasized. 

The only reason for adding sodium cit- 
rate to the blood is to prevent coagulation. 

Coagulation does not occur with the 
Unger whole-blood transfusion. It is the 
method of choice. 

Citrated blood is contraindicated in cases 
with lengthened coagulation time and re- 
duged platelet counts. 

Slight rises of temperature and slight 
chills are not harmful to the patient. 

Severe hemolytic reactions seldom occur 
in patients with secondary anemia, if the 
patient is properly typed. 

_ The blood should be typed and cross- 
agglutinated before each transfusion. 

A sign or warning of hemolytic reaction 
is the appearance of petechie in the 
area above tourniquet, except in purpura 
hemorrhagica. 

The terms “universal donor” and “uni- 
versal recipient”’ should be discarded. The 
greatest success with transfusion is in cases 
of secondary anemia. Blood transfusion 
is indicated in septicemia if a secondary 
anemia is present. The anemia is being 
treated, not the infection. 

Patients with secondary anemia react 
differently from those with primary 
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anemia, hemolytic icterus, and purpura 
hemorrhagica. 

In primary anemia there is an _ initial 
rise in hemoglobin and red blood cells, with 
a rapid decline in three, five or seven days 
to as low or a lower level. This also occurs 
in purpura hemorrhagica and hemolytic 


_ icterus. 


Transfusions should be given in these 
conditions every three or four days. 

Moderate amounts of 350 to 450 cc pro- 
duce the best results. 

Reactions are more common after a 
seven-day period has elapsed between 
transfusions. 

Transfusions are almost specific in pur- 
pura hemorrhagica. 

In pernicious anemia, whole blood should 
be given in amounts of 350 to 450 cc every 
three to five days. 

Transfusions are given to stimulate re- 
missions, to carry the patient along at a 
nutrient level until a remission occurs, and 
to relieve symptoms. 

There is always danger of a severe hemo- 
lytic reaction in pernicious anemia. 

When the blood has been raised to 85 
per cent hemoglobin and four “million or 
more red blood cells, this level should be 
maintained by injections of whole blood 
subcutaneously. 

It is not necessary to type this blood, but 
it is essential to inject it immediately after 
withdrawal from the donor. 





Tachycardia as a Result of Digitalis 
Administration. 


In the Annals of Clinical Medicine for 
September, 1924, LuTEN states that ven- 
tricular tachycardia may be produced in 
patients with auricular fibrillation by exces- 
sive digitalis dosage. This conception is 
particularly important to keep in mind 
since it is in these cases that such bril- 
liant results in producing slowing are ef- 
fected by digitalis in correct amounts. Sev- 
eral reports have recently been published 
of a certain tachycardia of unusual type, 
occurring in patients with auricular fibrilla- 
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tion after large amounts of digitalis had 
been administered. 

The improvement from digitalis in pa- 
tients with normal cardiac mechanism 
occurs independently of any change in 
ventricular rate. 

Digitalis cannot be expected, through any 
direct action, to slow the rate of a normally 
beating adult heart. 

Digitalis, in excessive dosage, may pro- 
duce ventricular acceleration in patients 
with normal mechanism and also in patients 
with auricular fibrillation. 

When a patient who is receiving digitalis 
in adequate amounts exhibits a definite ac- 
celeration in ventricular rate, the drug 
should be stopped. 





The Management of the Third Stage of 
Labor. 


In the New Orleans Medical and Sur- 
gical Journal for September, 1924, Levy 
concludes that traction should never be 
made on the cord. A true Credé expression 


should be reserved for an emergency. 

The status of pituitary for use during the 
third stage is not fully established. 

Manual extraction of the placenta is 
dangerous and should not be done except 
as a last resort, or in the face of hemor- 
thage. 

Lacerations should be repaired at once. 
Lacerations of the cervix should only be 
repaired if giving rise to hemorrhage. 





Ambulatory Treatment of Gastric Ulcer. 


In the Atlantic Medical Journal for Sep- 
tember, 1924, Renruss in classifying his 
cases states that those which belong to the 
surgical class show malignant degeneration, 
characterized by large crater, intragastric 
findings indicative of malignancy, persisting 
unremitting occult blood in spite of treat- 
ment, an increase rather than a decrease of 
deformity, and particularly when a gastric 
deformity on the screen tends to encroach 


upon rather than be added to the gastric 
image. 
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Persistent obstruction with fasting stom- 
ach, retention in spite of lavage, antispas- 
modics, and other measures to allay ob- 
struction. Fixed and persistent obstruction 
is one of the most definite indications for 
operation. 

Perigastritis with definite evidence of 
fixation of the pylorus, or first part of the 
duodenum, with immobility on palpation. 
This variety shows no subjective relief on 
treatment. 

Persistent uncontrollable hemorrhage. 

Healing with deformity and inducing 
mechanical delay, a condition which occurs 
more frequently than is believed. 

Failure of the deformity either to modify 
itself or to disappear after a reasonable in- 
terval of medical tréatment. 

Gastric ulcer after the age of forty 
which fails to respond satisfactorily to 
medical treatment in three weeks to a 
month. 

Associated chronic inflammatory focus in 
the abdomen. 

The medical cases are those in which the 
patient has had the characteristic history 
and findings mentioned above, with deform- 
ity suggestive of duodenal or gastric ulcer, 
but before the association of chronic in- 
flammatory foci in the abdomen such as 
appendicitis or cholecystitis. 

Those in which there. has been hemor- 
rhage, in which case ambulatory treatment 
must be preceded by a reasonable period of 
complete rest for at least two weeks after 
all traces of occult blood have disappeared 
from the movements. 

Cases with acute hypersecretory crises 
or acute retention. These are by no means 
necessarily surgical. 

Cases in which there are remissions of 
symptoms. 

His rule is as follows, granting that the 
case is medical: The patient has a survey 
of nose, throat, teeth and possible accessi- 
ble foci of infection. If he has had a re- 
cent hemorrhage or has hemorrhage, he 
goes to bed and remains there for two 
weeks after the cessation of all bleeding. 

He is unable to find himself in outspoken 
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support of any one form of ulcer treat- 
ment. He believes that the active forma- 
tion of ulcer has its inception in something 
altogether apart from the gastric juice, 
something which, in the absence of con- 
crete data, we may place in the category of 
substances affecting gastric cell viability. 
On the other hand, there is an abundance 
of clinical and experimental data to indi- 
cate that the gastric secretion has much and 
probably most to do with the continued 
chronicity of the case. 





Subacute Bacterial Endocarditis: 
Streptococcus Viridans Type. 


BEHRENS in the Annals of Clinical Med- 
icine for September, 1924, states that when 
one observes for a period of time a heart 
lesion accompanied by a fever of irregular 
remittent type, with loss of weight, joint 
pains, myalgia, progressive anemia of sec- 
ondary type, anorexia, leucocytosis of mod- 
erate degree, and all characteristics of a 
mild or moderate septicemia—with such 
symptomatology, persistent blood cultures 
should be made, and in 90 per cent of such 
cases, according to Harder and others, the 
organism will be found. 

As to treatment, all the arsenicals, includ- 
ing cacodylates and neoarsphenamines, have 
been faithfully tried. He has given quinine 
hydrochloride, salicylates, mercurials, both 
in large doses intravenously and in the vary- 
ing doses suggested by others. He has 
given the ordinary vaccines, both autoge- 
nous and stock preparations, and tried out 
lipoid autogenous vaccines in one case. 

Blood transfusions have been given many 
times. 

All types of tonics and foods were 
selected. 

Up to the present time his results show 
death in 100 per cent of the cases. Billings, 
in 100 cases he has seen, says that 97 per 
cent died. Libman thinks 4 out of 150 of 
his cases recovered. 

In conclusion, with the observations noted 
up to the present time, in cases where an 
old valvular lesion is accompanied by the 
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symptomatology given, and a positive strep- 
tococcus viridans culture is obtained, the 
prognosis is extremely grave. The mor- 
tality is almost 100 per cent. 





The Symptomatic Treatment of Estab- 
lished Tabes. 

In the Lancet of September 6, 1924, 
Symonps states that the severity of light- 
ning pains may be mitigated by means of 
the coal-tar analgesics. Opium should be 
reserved for rare occasions, as when it may 
be essential for a special purpose that the 
patient should obtain complete relief for a 
few hours. 

Gastric crises, if the patient is capable of 
taking drugs by the mouth, may be partially 
relieved by the administration of chloretone 
in ten-grain cachets (two or three in 24 
hours), or an attempt be made to abort the 
attack by a single dose of 20 grains tincture 
belladonna in 10-minim doses also has a 
favorable effect in some cases. Failing 
these remedies morphine judiciously ad- 
ministered by a nurse at critical periods af- 
fords the only measure of relief. In a pro- 
longed attack, warmth, rest in bed, and 
rectal glucose are essential to combat the 
prostration. In long-standing cases re- 
course may be had to operation. Posterior 
root section is seldom of permanent value; 
more favorable results have followed sec- 
tion of the pain tracts in the spinal cord, a 
more delicate but less severe operation than 
the other. 

Bladder disturbances may be of two 
kinds. Spasmodic evacuation with imper- 
fect control may be relieved by tincture 
belladonna in 5-minim doses thrice daily. 
Atony of the bladder wall with retention 
may be combated with a similar dose of 
strychnine. In either condition the patient 
should be instructed to attempt to pass 
water at regular (three-hourly) intervals 
regardless of desire. Retention with over- 
flow calls for regular catheterization and a 
daily wash-out with one-half per cent acetic 
acid. The ataxia may be partially com- 
pensated by means of the exercises origi- 
nally suggested by Frenkel. These may be 
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commenced in bed, and with their aid it is 
sometimes possible to obtain some power of 
locomotion even for patients long bedridden. 

Perforating ulcers are more easily pre- 
vented than cured. The tabetic should be 
warned never to cut his corns. Charcot’s 
joints in the acute stage should be treated 
by rest and immobilization. In the later 
stages celluloid splints may be of great 
value in preventing excessive mobility 
(especially at the knee-joint) without over- 
burdening the limb. 





The Effect of the Routine Administra- 
tion of Col-liver Oil on the De- 
velopment of Rickets in the 
Breast-fed. 


DeBuys and voN MEySENBUG in the 
American Journal of Diseases of Children 
for September, 1924, state that the clinical 
symptoms usually ascribed to rickets, 
namely, cranial bosses, costal beading, epi- 
physeal enlargement, flaring ribs, and cra- 
niotabes, formed the basis of this study. 

Cranial bosses were the most frequent 
symptom recorded; costal beading, epi- 
physeal enlargement, flaring ribs and cra- 
niotabes followed in the order named. 

These symptoms developed in spite of 
the administration of an emulsion of pure 
Norwegian cod-liver oil in doses of one- 
half teaspoonful given three times a day. 

The average intensity of each of these 
clinical symptoms was greater than in the 
previous study, when cod-liver oil was not 
administered, with the exception of epi- 
physeal enlargement and costal beading. In 
each of these two symptoms the average 
intensity was less in this study. 

All the symptoms began earlier in this 
study than in the previous one. It is of 
interest to note that in the first three months 
of this study there were eighty-nine hours 
less of actual sunshine and an average of 
8.3 per cent less possible sunshine per month 


than in the same period in the previous 
study. 


The meteorologic summary for the period 
of this study showed the percentage of pos- 
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sible sunshine to be two degrees above the 
normal average. It was, however, 1.9 de- 
grees less than for the period of the pre- 
vious study. The precipitation for the 
period of this study was 6.28 inches above 
the normal and 10.91 inches more than the 
precipitation for the period of the previous 
study. The atmospheric pressure, tempera- 
ture, and humidity were about the same as 
for the previous study. 

The seasonal peak for the combined 
symptoms of the disease was noted in the 
month of July, the greatest height being 
July 26. 

The seasonal peak for this study differed 
from the peak of the previous study which 
occurred in the month of March. 

During the months of July and August 
the percentage of possible sunshine was at 
its minimum for the period of this study. 
The precipitation for these months was 
more than for any two consecutive months 
in the study. 

The increase in the precipitation for July, 
1923 (this year’s peak), over July, 1922, 
was. greater than the increase of precipita- 
tion for March, 1922 (last year’s peak), 
over March, 1923. 

The total number of hours of actual sun- 
shine for the period of this study was 116.8 
less than for the period of the previous 
study. 

Considering rickets from the clinical 
symptoms ascribed to it, which occur within 
the first year of life and which formed the 
basis of this study, the disease was more 
marked during the period of this study 
when cod-liver oil was given than during 
the period of the previous study. It may 
be that the amount of cod-liver oil was 
insufficient as a preventive or that it was 
greatly deficient in the essential antirachitic 
factors, or that the adverse meteorologic 
phenomena were such as to offset the bene- 
ficial effects of the cod-liver oil, or that the 
clinical symptoms ascribed to rickets may 
not be due exclusively to rickets, or that 
there may very likely be some other influ- 
encing factor or factors. 

Considering rickets from the clinical 
symptoms of enlarged epiphyses and costal 
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beading, the disease was beneficially influ- 
enced by the routine administration of cod- 
liver oil in spite of the adverse meteorologic 
condition. Considered from all the clin- 
ical symptoms, sunshine and precipitation 
seemed to have their influence on the se- 
verity of the rickets, even in the presence 
of the administration of cod-liver oil. 





Poliomyelitis, with Especial Reference 
to Treatment with Rosenow’s 
Serum. 


CLARKE, in California and Western Med- 
icine for September, 1924, states that the 
clinical picture is so varied, depending upon 
the nervous tissues most involved, that un- 
less one constantly keeps the classification 
of Wickman in mind he is apt to have dif- 
ficulty in recognizing the clinical manifes- 
tations of this disease, because we are all 
influenced by our conception of the disease 
acquired by observation of a typical case. 

Wickman, who has commented upon the 


abortive form, has described eight definite 


typical types, which are as follows: (1) 
Spinal poliomyelitis; (2) the ascending, or 
Landry’s type; (3) the bulbar; (4) the 
cerebral; (5) ataxic; (6) polyneuritic; (7) 
meningitic; and (8) abortive. All of 
which may occur in any epidemic. 

To have in mind a clear clinical picture 
of this disease, one must remember that wé 
have an acute infection, characterized by a 
toxemia with its accompanying fever and 
malaise to which, in some instances, are 
added symptoms suggestive of respiratory 
and gastrointestinal involvement. In those 
cases which go on to paralysis, there is a 
reaction on the part of the nervous system, 
depending upon the localization of the in- 
fection. 

The recognition of the abortive type is 
of the most importance, from the stand- 
point both of the treatment of the patient 
and the protection of the community. It is 
this type, rather than the one with a frank 
paralysis, which, if unrecognized, spreads 
the infection. During epidemics, children 
who complain of vague symptoms should 
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be isolated for one week, which is consid- 
ered the incubation period. 

Before paralysis has occurred, when only 
signs of toxemia are present, such as ma- 
laise, headache, fever of a moderate de- 
gree, with perhaps evidence of a mild re- 
spiratory or gastrointestinal disturbance, 
one should consider the child carefully, as 
there are rather distinctive signs which 
might suggest something more than merely 
a reaction to teething, a cold, or gastro- 
intestinal infection. He is more prostrated 
than usual, with a relatively slight fever, he 
voluntarily goes to bed and lies quietly, be- 
comes peevish and irritable when disturbed, 
and many times assumes a position on his 
side with knees reflexed and head slightly 
retracted. There is something about the 
clinical picture out of the ordinary. If one 
places the child on its back, or flexes the 
leg on the thigh, in many cases pain is pro- 
duced, due to extension of the spine. Spinal 
tenderness is.one of the earliest evidences 
of involvement of the nervous system, and 
is often present before evidence of general 
cerebrospinal involvement occurs. One can 
readily appreciate the value of this symp- 
tom. 

Another valuable diagnostic point is evi- 
dence of the meningeal involvement as 
shown by a positive Brudzinski’s sign 
elicited by flexing the chin on the chest. 
It is positive in the greater number of cases. 
A careful examination of the reflexes should 
be made, as any inequality or any deviation 
from normal has decided value. 

Any suspicion of infantile paralysis 
should prompt lumbar puncture, as valu- 
able information can be obtained. The fluid 
is clear, usually under moderate tension, 
with a cell count rarely exceeding 200. In 
the majority of cases the globulin is posi- 
tive, Fehling’s solution is reduced, no pel- 
licule forms upon standing, and the colloidal 
gold reaction is in the syphilitic zone. This 
latter reaction is very important, as it has 
been shown by Ragan, in a series of cases, 
to be constantly present, affording a means 
of differentiating the fluid of poliomyelitis 
from that of meningitis and lethargic en- 
cephalitis. The fluid shows a reduction in 
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ascending dilutions, starting in the reddish- 
biue area in 1 to 10, extending into the lilac 
and purple in 1 to 80, being expressed by 
1, 1%4, 2, 2, 2, 1, 0, 0, 0, 0. Such a reac- 
tion is quite distinctive from that found in 
meningitis, which is usually expressed as 
0, 0, 0, 0, 1, 1, 2, 3, 3, 4, or tubercular men- 
ingitis which is usually 0, 0, 1, 2, 3, 2, 2, 0, 
0, 0. He has found that the length of the 
reaction corresponds clinically to the 
height of the activity, fading after three 
or four weeks, and that the reaction does 
not have any definite relationship to the 
number of cells or amount of globulin. 

The dose of serum is, roughly speaking, 
5 cc to 10 cc for each five to ten years of 
age, depending upon the urgency of symp- 
toms, and it should be repeated in twelve, 
eighteen, or twenty-four hours, depending 
upon the urgency of the symptoms, and if 
there is no fall in temperature within twelve 
hours after the first injection. Rosenow 
formerly advised intravenous injection in 
conjunction with intramuscular injection, 
but now his advice is that the serum be 
given intramuscularly. 

Generally speaking, one might look for 
a decided improvement within eighteen 
hours following the injection of serum, 
though it usually requires two to three 
injections before the temperature is re- 
duced to normal. If a child has had 
asthma or horse serum previously, one 
should determine by minute injections if 
there is any degree of hypersensitiveness 
present. He has never seen any immediate 
reaction resulting from its use, but in about 
50 per cent of cases serum sickness will 
develop in eight or nine days, is often se- 
vere, and ordinarily can be relieved prompt- 
ly by the injection of adrenalin chloride. 

Rosenow has treated a series of patients 
with this serum. Of 60 treated in the pre- 
paralytic stage, all completely recovered 
without residual paralysis. In a second 
group of 61, with slight paralysis at the 
time of treatment, all but one recovered 
completely. In a third group showing ad- 
vanced paralysis, 18 out of 123 died, 30 had 
residual paralysis, 61 recovered completely, 
and in 14 the late results were not known. 
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In the 259 cases reported by Rosenow, the 
mortality rate was 7.3 per cent, which is 
a favorable comparison with the usual 
death-rate of from 22 to 27 per cent. 





The Use of Sulpharsphenamine in the 
Treatment of Chorea. 


In the Archives of Pediatrics for Sep- 
tember, 1924, Morretr and SmitTH point 
out that although it has been shown that 
chorea is rarely associated with syphilis, 
salvarsan has been employed in its treat- 
ment. The Wassermann reaction of the 
spinal fluid from children with chorea is 
usually negative. In 1912 one of the 
writers treated a case of hemichorea with 
one injection of salvarsan intravenously. 
There was an immediate cessation of the 
choreiform movements and a complete re- 
covery of this patient. During the past four 
or five years, neosalvarsan has been used 
by several observers with the report of en- 
couraging results. 

The use of intravenous therapy in chil- 
dren is often beset with the greatest diffi- 
culties. When Voegtlin, Johnson, and 
Dyer described the properties of sulph- 
arsphenamine and showed the ease with 
which this preparation could be given intra- 
muscularly or subcutaneously, together with 
the amount of tissue penetration with its 
high arsenic content, these writers thought 
that this drug might be employed to advan- 
tage in choreq. 

Their method of treatment is to place the 
child in bed for twenty-four hours. The 
next day the child is given an intramuscular 
injection, usually into the buttocks, of 10 
mg. of sulpharsphenamine for each kilo of 
body weight. The total quantity usually 
averages 0.2 to 0.3 gm. dissolved in 0.8 to 
0.9 cc of distilled water. This dose is 
usually repeated at intervals of five days 
until three doses have been given. They 
have never observed any local inflammatory 
reaction at the site of injection, although 
in one child a scarlatiniform eruption fol- 
lowed. In two of their cases there was a 
rise in temperature to 102°, which sub- 
sided in twenty-four hours. 
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In all they have treated nine cases of 
chorea in children with this method. Of 
these, five showed definite clinical improve- 
ment. One was a boy of nine who had 
chorea for seven months—the last three 
months he was under medical supervision. 
Definite cessation of the twitchings was 
observed after the first injection of 0.2 gm. 
of sulpharsphenamine, and the patient was 
discharged as cured after twenty-five days 
without a vestige of choreiform movement. 

Of course, the number of cases is much 
too small from which to draw any conclu- 
sions, but the results obtained from the use 
of sulpharsphenamine have been sufficiently 
gratifying to report it as a helpful means of 
treatment. The simplicity of injection 
makes the use of this preparation much 
easier than other preparations of salvarsan. 
In a disease as stubborn as chorea, where a 
beneficial effect is derived from medication, 
particularly when so readily administered, 
sulpharsphenamine is worthy of further 
consideration and study. 





Bismuth in Syphilis. 


In reviewing a book on this subject by 
Brin and Lecrain, the British Medical 
Journal of September 13, 1924, states that 
the use of bismuth as an alternative treat- 
ment of syphilis has been carefully recorded 
from time to time, so that readers have 
been able to form their own opinion of 


its value. As usually happens, its first 
advocates were probably rather too enthusi- 
astic, and it is convenient to have a com- 
pact essay clearly setting out the present 
position, giving an account of the action 
of bismuth on syphilitic lesions, of incidents 
in the course of treatment, stating indica- 
tions for its use, and describing the various 
preparations employed. 

Bismuth is usually given by intramuscu- 
lar injections, but it can also be administered 
intravenously or subcutaneously. The metal 
can afterward be found in the blood and 
cerebrospinal fluid, and in almost all the 
organs and tissues of the body; it is be- 
lieved, however, that the meninges. are 
impermeable to it. Elimination is effected 
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by the kidneys and intestines, in the sali- 
vary and mammary glands, and in bile and 
sweat. If the salt administered be insolu- 
ble, bismuth appears in the urine in 
eighteen hours, and may be recovered 
twenty to thirty days after a course of in- 
jections. After the soluble salts are ad- 
ministered elimination commences in two 
hours and reaches its maximum in twelve 
to fifteen hours. It would appear that the 
activity of a preparation depends not only 
on the amount of metal contained in it, 
but also on the chemical constitution, ease 
of disintegration, and facility of absorp- 
tion. The preparations used are arranged 
in three main groups: insoluble preparations 
in an oily medium, including the tartro- 
bismuthates, oxides, and iodo-bismuthates ; 
colloidal preparations (neotrepol, spirillan, 
and bichlorol); and soluble preparations, 
such as luatol, tarbisol, and galimuth. The 
insoluble preparations are the most gen- 
erally useful; a “course” usually consists 
of fifteen to twenty injections, and an in- 
terval. of not less than three weeks is 
allowed between courses. When toxic re- 
sults ensue they may be local, “immediate 
general,” or “late general.” The last named 
are the most important ; they include stoma- 
titis (of varying severity) and renal com- 
plications. 

Therapeutic results are considered in 
relation to the various stages of the disease 
and the Wassermann reaction. The indi- 
cations for the administration of bismuth 
are classified as absolute and relative. The 
former include cases resistant to arsenic 
and mercury, of arsenic intolerance, and of 
chronic visceral syphilis. Contraindications 
are few. They include cases in which the 
mouth is in such a bad state that severe 
stomatitis would almost inevitably follow, 
cachexia, and albuminuria not due to 
syphilis. Bismuth may be associated with 
arsenic, mercury, and iodine, but preferably 
with the first named. The authors sum- 
marize their conclusions as follows: 

1. Bismuth comes between arsenobenzol 
and mercury in activity. 

2. Its administration is simple and prac- 
ticable. 
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3. It is without danger; no death due to 
bismuth has been reported. 

4. The insoluble salts, especially the 
oxides and iodo-bismuthates, have more 
effect on the Wassermann reaction than the 
soluble. 

5. Bismuth is specially useful in cases in 
which arsenobenzol is contraindicated. 

6. The only serious contraindication is 
albuminuria. 

?. Bismuth should be used in association 
with arsenobenzol because the latter coun- 
teracts the effect of the former on the 
mouth, and the two are the most powerful 
antisyphilitic remedies we have. 

The final general recommendation is that 
syphilis should be treated with arsenic and 
mercury followed by bismuth. 


The Use of Emetine Intravenously. 

In the Indian Medical Gazette for Sep- 
tember, 1924, VasAvADA, in a communica- 
tion to the editor writes as follows: “I 
have read the remarks of Majors H. W. 
Acton and R. Knowles, I.M.S., on page 331 
of the Indian Medical Gazette for July, that 
when ‘given intravenously, emetine is too 
toxic to be tolerated in any but absolutely 
minimal doses.’ My experience, however, 
has been otherwise. For the past two years 
or more I have always given emetine intra- 
venously, unless contraindicated by the age 
of the patient, i.e., in the very young where 
the veins cannot be easily found, in a dose 
of one grain in one cubic centimeter of 
distilled water on alternate days for six to 
twelve injections. I have seen no ill effects 
following this routine use. My first trial 
of it was in a case of threatened hepatic 
abscess which cleared up like magic after 
six intravenous injections of one grain of 
emetine hydrochloride daily. Since then 
this has been my method of choice. In the 
Bikaner District Hospital also intravenous 
emetine is now the rule and is given to 
scores in a month. From six to twelve 
injections are usually given on alternate 
days and no evil effect has been observed. 
On the strength of this experience of mine 
I request Majors Acton and Knowles to 


try this method in the next cases they come 
across and give the weight of their author- 
ity to this route for the administration of 
emetine and save a lot of discomfort which 
would otherwise be caused by the subcu- 
taneous and intramuscular methods to the 
patients.” 





The Intravenous Use of Mercuro- 
chrome-220 Soluble in the Treat- 
ment of Pneumonia in 


Children. 


In the American Journal of Diseases of 
Children for September, 1924, FREEMAN 
and Hoppe report twelve cases of pneu- 
monia occurring in infants and children 
treated by intravenous injection of mercuro- 
chrome-220 soluble, together with animal 
experimentation, showing that following 
the injection of mercurochrome the fluid 
squeezed from the lungs inhibits the 
growth of bacteria. 

Of the twelve cases of pneumonia, seven 
were bronchopneumonia and five were lobar 
in type. Two patients died. In one, death 
was inevitable before the drug was given. 
The other case, with cyanosis of unknown 
origin existing for several years, showed 
definite improvement at first but later failed 
to respond to treatment. 

In seven cases one injection was all that 
was required. Three cases required two 
injections and three injections were given 
in two cases. The average dose was 0.005 
gm. per kilogramme of body weight, using 
a one-per-cent solution. 

They call attention to the fact that a very 
marked clinical improvement usually oc- 
curs a few hours after the injection, and 
that this improvement sometimes occurs 
without any. marked change in the tempera- 
ture or pulse rate. 

It was their observation that these cases 
of pneumonia treated with mercurochrome 
ran a much shorter course than cases of 
pneumonia of the same severity in which 
this drug was not used, 

The systemic reaction is mild in children. 

They state that the intravenous use of 
mercurochrome is of value in treating the 
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pneumonias of infants and children. The 
results obtained by this drug are often 
spectacular. The course of the disease is 
sometimes shortened and often abruptly 
terminated. 





The Treatment of Dysmenorrhea. 


In the British Medical Journal for Sep- 
tember 27, 1924, Cow states that the treat- 
ment of dysmenorrhea described in all text 
books, and faithfully adhered to by most 
general practitioners, is rest in the recum- 
bent position, with a hot-water bottle to the 
abdomen, and drugs. If by this means the 
pain is not kept below the point of tolera- 
tion by the patient, an operation for dilata- 
tion, or incision, of the cervix is performed. 

Her own experience is that not only is 
exercise prophylactic against dysmenorrhea, 
but that most cases already developed in 
young women can be cured by the same 
means. In her opinion operation should 
not be performed, nor even suggested to the 
patient, until a course of treatment by baths 
and exercise, with a judicious administra- 
tion of drugs, has been tried for at least 
siz months and found useless. Patients have 
to be taught that the treatment of dysmen- 
orrhea does not consist in relieving the pain 
after it has begun, but depends very largely 
on the regulation of the health by daily ex- 
ercise in the open air—the exercise to be 
continued throughout the period. She has 
found that the first essential in the treat- 
ment of a case of dysmenorrhea is to eradi- 
cate any previous notions that menstruation 
is an ailment which requires nursing. In 
the case of young girls attention has to be 
paid chiefly to correcting the views of the 
mother; and often considerable time and 
patience have to be expended before this 
very important preliminary process is com- 
pleted. There is no difficulty in convincing 
the children. 

Having ascertained by routine examina- 
tion that there is no evidence of disease or 
structural abnormality, she advises the pa- 
tient to take a bath, when possible, at the 
beginning of the period, hot enough to flush 
the skin, and to continue this daily through- 


THE THERAPEUTIC GAZETTE 





out the period ; even after the onset of pain 
she knows of nothing which gives relief so 
promptly. It is far more efficacious than the 
hot-water bottle, as is only to be expected. 
The daily exercise, which should involve 
bending and swaying movements of the 
body, should be begun some days before 
and continued throughout the period. The 
exercise should, if possible, take the form 
of work, or games, or sport, so that the pa- 
tient’s mind may be diverted from her con- 
dition. For a-woman who is engaged in 
sedentary work all day, exercise done in the 
bedroom in the early morning will generally 
suffice, but in all cases it must be vigorous 
enough to promote a healthy glow or even 
gentle sweating. For nervous women she 
generally prescribes some mild analgesic 
for the first three periods, but often finds 
it is discarded after the first. 

It is exceptional to come across a girl 
whose dysmenorrhea is not cured, or much 
relieved, by these means. Having once ex- 
perienced the desired result no more en- 
couragment, or treatment, is usually re- 
quired. The patient keeps herself well. The 
failures have been in those cases in which 
the patient cannot be persuaded to try what 
she considers too drastic remedies. 





The Treatment of Pernicious Vomiting 
in Pregnancy by Gastric Lavage 
and Carbohydrate Rectal 
Feeding. 

In the British Medical Journal of Sep- 
tember 13, 1924, DENYER states that the 
essentials of treatment in cases of pernicious 
vomiting in pregnancy should be: 

Rest in bed. 

Gastric lavage, with solution of sodium 
bicarbonate one drachm to the pint, one or 
two pints being used. 

Solution of adrenalin, 5 minims hypo- 
dermically every three hours for a few 
doses until the vomiting ceases, or the 
adrenalin solution may be given by the 
mouth in doses of 10 to 20 minims in a 
little water. It will be found that this drug 
is very efficient in stopping many kinds of 
vomiting. 
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The omission of all feeding by the 
mouth, at first, and feeding by rectal salines 
containing from half an ounce upwards of 
glucose to the pint, with a small quantity 
of sodium bicarbonate added if there is any 
diacetic acid in the urine. 

The addition to the evening salines of 30 
grains of potassium bromide to help sleep 
and reduce irritability of the nervous sys- 
tem. 

The gradual increase in feeding by the 
mouth, beginning with small feeds of water 
as described above. 

In cases of vomiting of pregnancy which 
are seen by the physician, as they are get- 
ting more severe it will be found that treat- 
ment by administration by the mouth of 
solution of adrenalin in doses of 10 minims 
of 1-in-1000 solution added to 2 drachms 
of water, at three to six hourly intervals, 
will in many cases be sufficient to stop the 
vomiting. The diet at the same time should 
be light and given at short intervals. The 
above treatment by lavage and rectal salines 
should be reserved for the more serious 


cases, or for those which do not respond to 
treatment by adrenalin. 


Serum Prophylaxis of Measles. 

In the Bulletin of the Department of Pub- 
lic Health of the City of Philadelphia for 
September, 1924, Woopy states that stimu- 
lated by Degkwitz’s reports and by the bril- 
liant results of Zingher’s work which it 
was his privilege to observe personally dur- 
ing a visit to New York early in the year, 
the method was introduced in the Philadel- 
phia Hospital for Contagious Diseases in 
March of this year. The procedure adopted 
is practically that described by Zingher in 
a very illuminating article which appeared 
in the Journal of the American Medical 
Association of April 12, 1924. 

As indicated by Zingher, either whole 
blood or serum can be used. He used serum 
only. Three types of the latter are of value: 
(1) That from convalescent measles cases ; 
(2) that from recovered cases; and (3) 
from healthy adults who are known to have 
had the disease at some time or another. 
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The most convenient source of serum 
would be from the last-named group of in- 
dividuals, but the disadvantage of this is 
it requires a larger dosage, and the donor’s 
history of previous measles is not always 
reliable. In his work he used convalescent 
serum obtained from unmistakable hospital 
cases of measles, but on the other hand he 
experienced considerable difficulty in ob- 
taining permission from the parents to have 
their children act as donors for general 
serum distribution. 

Needless to say the donor should be free 
from traces of specific infections such as 
syphilis, tuberculosis, etc. The donor is sub- 
jected to the usual sterile preparation and 
the blood is collected in a sterile container 
provided with a double perforated stop-cock 
into which two pieces of glass tubing are in- 
troduced. To the one piece of glass tubing 
a piece of rubber tube and a coarse needle, 
such as is used for blood transfusions, are 
attached. Into the other tube a plug of cot- 
ton is inserted and a rubber tube attached 
so as to produce a partial vacuum in the 
bottle by suction. The entire apparatus is 
wrapped and properly sterilized. 

The convalescent serum is taken from 
convalescent patients five to ten days after 
the temperature is normal. The unit dose, 
the so-called Degkwitz dose, is 2.5 cc for 
a child from two to three years of age and 
who has been exposed three days or less. 
The serum may be derived from one indi- 
vidual or it may be pooled, that is, collected 
from several individuals. The latter is 
more useful since it is apt to be more effi- 
cient and to have a more uniform potency 
than individual serum. If not convenient 
to use serum, whole blood may be used. 
The blood can simply be withdrawn with 
an ordinary Record or Luer syringe and 
then immediately injected intramuscularly. 
In order to facilitate the work and to pre- 
vent undue haste, from one to two cubic 
centimeters of a five-per-cent solution of 
sodium citrate can be drawn into the syringe 
before the blood is taken from the donor. 
The injections are made into the muscles of 
the thigh. 

The first group of patients immunized 








198 


by him comprised 96 non-immune patients, 
all definitely exposed to measles. In select- 
ing these they were guided solely by the 
history, and only those with negative 
measles histories were considered subjects 
for immunization. Of the group of 96 non- 
immunes : 

Thirty-five were immunized one day after 
one exposure. 

Seventeen were immunized four days 
after one exposure. 

Forty-four were immunized three or five 
days after two exposures. 

Only four of this group developed 
measles, the time elapsing between the in- 
jection and the onset of the symptoms be- 
ing respectively 22, 25, 27, and 28 days. It 
may be of interest to note that two others 
of this group came down with measles 42 
and 75 days respectively after the serum in- 
jections. These, however, cannot be counted 
as failures since the immunity is not sup- 
posed to last longer than 40 days. The im- 
munity had evidently worn off, the measles 
developing after a reéxposure. Twenty of 


this entire group were diphtheria cases and 


the rest scarlet fever cases. 

In the second group of 26 cases: 

Eleven were immunized one day after 
one exposure. 

Twelve were immunized three days after 
one exposure. 

Three were immunized two days after 
one exposure. 

Of this group but two developed measles. 
There were three diphtheria cases in the 
group, the rest, as in the previous series, 
being scarlet fever patients. 

This represents successful immunization 
in 95 per cent of the 122 cases treated. Of 
the six who developed measles in spite of 
the injections, the disease ran a typical 
course in three instances, while in the other 
three it was very much modified, so much 
so in fact as to cause more or less confusion 
as to diagnosis. Some of the cases were 
so atypical as to give the impression that we 
were dealing with a new clinical entity. 
These atypical cases probably develop a 
permanent type of immunization, as shown 
by the protective value of blood serum when 
injected into other non-immune children. 
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There is still another group of immunized 
cases which evidently develop a mixed active 
and passive immunity of about two or three 
months’ duration. This takes place in cases 
which receive the serum at the sixth or sev- 
enth day after exposure when the virus of 
measles has already stimulated the protec- 
tive mechanism of the body, but cannot pro- 
duce any clinical manifestations. 

It may be of value right here to mention 
two instances of measles complicated by 
bronchopneumonia in which the attempt 
was made, as a life-saving measure, to atten- 
uate the toxins circulating in the blood by 
the use of large doses of convalescent serum. 
Both children were critically ill, and ail signs 
pointing to a sure, rapid, and fatal end. In 
both cases ‘unmistakable improvement was 
manifest in twelve hours. One child died; 
the other showed a drop in temperature in 
forty-eight hours, and made a good recov- 
ery. A further trial may justify the thera- 
peutic value of the serum. 

With this brief report of his experience 
at the Philadelphia Hospital for Contagious 
Diseases and with successful use of this 
prophylactic measure by Zingher and his 
followers, it seems perfectly justifiable to 
make the statement that another milestone 
in the path of preventive medicine is about 
to be passed. This is indeed gratifying, all 
the more so in. view of the fact that from 
96 to 98 per cent of ‘children are likely to 
contract measles at some time or other, and 
that the death-rate, especially among the 
poorer classes, from this supposedly mild in- 
fection ranks third highest among children 
under five years of age. The method finds 
perhaps its greatest usefulness in a hospital 
for contagious diseases and in institutions 
in which a number of children are housed 
together. In such institutions and in large 
families the ideal procedure would be to 
procure permanent immunity among all 
children exposed. In families the old prac- 
tice of deliberately exposing the other chil- 
dren under the assumption that they are 
all going to come down with the disease at 
any rate, and that they might as well have 
it done and be over with, can now be re- 
placed by the modern method of procuring 
permanent immunity by inoculating the 





PROGRESS IN THERAPEUTICS 


other children with the serum of the con- 
valescent child. If they then come down 
with the disease, the chances are that it 
will run a very mild course, and the child 
will be immune for the rest of its life. 

In conclusion, he says that the serum can 
be collected and kept on hand for future use. 
It is stored in ampoules of one- and two- 
unit capacity each. But it will require con- 
siderable education on the part of the pub- 
lic before the ideal is reached of having 
enough serum on hand to establish centers 
under the control of the department of 
health in our large cities, for general dis- 
tribution in time of need. Furthermore, 
while, as he has said, we are justified in 
being proud of this new achievement in 
preventive medicine, we cannot rest.on our 
laurels. For we must strive to work to- 
ward developing an immunity test such as 
the Schick test. Then we will be just a 
little nearer the day when our case his- 
tories can honestly be read: “The usual 
health of childhood.” 





Treatment of Common Warts By 
Neoarsphenamine. 

Linpsay, in the Archives of Dermatology 
and Syphilology for October, 1924, states 
that little is known about the causation of 
the various types of warts, including the 
ordinary verruca vulgaris. That the latter 
is infectious seems quite probable. Authors 
discussing the treatment of common warts 
place little emphasis on the use of arsenic, 
although it is mentioned in all text-books 
on dermatology. Many patients suffering 
from diseases of the skin with a verrucous 
element are benefited by the administration 
of arsenic. He believes there are many 
cases in which the intravenous injection of 
neoarsphenamine is justifiable in the hope 
of accomplishing, by intensive arsenical 
treatment, what may not be possible with 
milder forms of arsenic. 

A patient with multiple warts of the scalp 
was recently treated unsuccessfully by him 
with various therapeutic methods, includ- 
ing the Roentgen ray, fulguration, and mer- 
cury (the latter both externally and inter- 
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nally). The largest lesions had been re- 
moved, but new lesions continued to appear. 
After unsuccessful administration of solu- 
tion of potassium arsenite (Fowler’s solu- 
tion), he tried heroic doses of sodium caco- 
dylate, but with no result. As a last resort 
his patient was given an intravenous injec- 
tion of 0.6 gm. of neoarsphenamine. At 
the end of a week the lesions had all dis- 
appeared, although there was a slight recur- 
rence at the end of three weeks. A second 
similar injection was then given and was 
followed by permanent recovery. 





The Influence of Diet upon the Liver 
Injury Produced by Carbon 
Tetrachloride. 


In the Journal of Medical Research for 
September, 1924, Davis cites experiments 
upon dogs which show conclusively that 
factors of diet exert an enormous influence 
upon the toxicity of carbon tetrachloride. 

Mixed diets and high protein diets— 
which may be considered normal for dogs 
—are more or less protective. High car- 
bohydrate diets afford very striking protec- 
tion against liver injury. Starvation, on 
the other hand, is harmful. “All-fat” diets 
preceding carbon tetrachloride administra- 
tion are conducive to a maximal injury of 
liver parenchyma. 


Chronic Carbon Monoxide Poisoning. 

In the Clifton Medical Bulletin for Sep- 
tember, 1924, SeERvIcE states a case of 
chronic carbon monoxide poisoning was pre- 
sented with gangrene of two fingers of the 
left hand which necessitated amputation. 

The patient showed evidence of beginning 
gangrene in the left foot. 

The severe pain in the foot disappeared 
entirely and to date has not returned, after 
a peripheral dilatation of the vessels was 
produced by periarterial sympathectomy. 

The gangrene, therefore, is obviously due 
to vascular cause and not to trophic changes. 

In all probability the arterial occlusion 
which results in both thromboangeitis ob- 
literans and carbon monoxide poisoning is 
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one and the same thing, and probably both 
are due to CO poisoning. 

These cases tend to show a high red cell 
count and high hemoglobin content of the 
blood. 

The. ill effects of carbon monoxide gas 
seem to be due to changes in the nervous 
tissue, the peripheral vessels, and the blood 
itself. 

Periarterial sympathectomy should be 
tried more often in cases showing signs of 
obstruction of the circulation. 





The Clinical Value of Bismuth in the 
Treatment of Syphilis. 


SHIVERS, in the Archives of Dermatology 
and Syphilology for October, 1924, states 
that bismuth should not be substituted for 
arsenic in primary or secondary syphilis, ex- 
cept in patients resistant to arsenical treat- 
ment. 

Bismuth is effective, clinically, in the 
treatment of all forms of tertiary syphilis. 

In the treatment of neurosyphilis, bismuth 
in some cases has proved itself superior to 
arsenic. 

Bismuth should be tried in all patients 
that do not tolerate the arsenicals. 

Bismuth should be given with caution in 
all patients with faulty elimination. 

The absorption of this drug should be 
carefully studied, and if possible the number 
of treatments given should depend on the 
roentgenologic findings. 





Duodenal Lavage in the Treatment of 
Jaundice Complicating the Treat- 
ment for Syphilis. 

In the Archives of Dermatology and 
Syphilology for October, 1924, WILHELM 
tells that of thirty-three patients treated by 
duodenal lavage, thirty (90 per cent) re- 
covered definitely and rapidly following 
this procedure. A maximum of eight lav- 
ages, and an average of two, was necessary 
for relief. The average duration of toxic 
manifestations was from ten‘to twelve days. 

Duodenal lavage is a valuable adjunct in 
the treatment of jaundice from toxic or in- 
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fectious cholangitis complicating treatment 
for syphilis; it controls the nausea and 
vomiting, restores the appetite, relieves the 
abdominal pain, and clears up the toxic 
mental state. Only the most severe cases 
of jaundice of this type fail to respond in 
some degree to duodenal lavage. 

After a successful duodenal lavage in 
cases of infectious cholangitis, treatment for 
syphilis may be cautiously resumed. Lavage 
should be repeated on alternate days until 
bile is obtained, and should be continued 
until the patient’s symptoms are entirely re- 
lieved. 

The cases which he cites tend to show 
that arsenic is not necessarily the etiologic 
agent that produces this type of jaundice. 





Climate in Pulmonary Tuberculosis. 


In California and Western Medicine for 
October, 1924, Howson states that some 
very sick patients recover in all climates, 
however bad, and some patients with ap- 
parently slight involvement and favorable 
prognosis go steadily downward in all 
climates, however good. 

Given the proper care and comforts, 
climate may in a given case be a determin- 
ing factor. 

It is to be borne in mind that climate is 
a non-specific remedy, and like all non- 
specific remedies, acts on the disease through 
the patient. 

The value of the.much-lauded pine trees 
depends chiefly upon the olfactory stimula- 
tion by the fragrance imparted to the air 
in their vicinity. [We believe it to be the 
dry air over sandy soil.—Eb.] 

Precipitation is not of much importance 
excepting as it affects humidity. 

Humidity is of great importance. 

A certain proportion of patients derive 
benefit from sun baths. 

Most patients do best at an altitude be- 
tween 500 and 3000 feet above sea level. 

There is not and cannot be an ideal climate 
for all cases. 

The key-note of success in the treatment 
of tuberculosis is individualization. 

Climate cannot take the place of rest, 
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proper food, and care, but given these, 
climate is of great value and may be a de- 
termining factor. 
“False ideas die hard in the profession.” 
The care of the patient in the home should 
always claim first consideration. 





Mercurial Eruptions. 


In the Archives of Dermatology and 
Syphilology for October, 1924, WricHT 
reminds that mercury may call forth almost 
as many cutaneous reactions as arsphena- 
mine, and it is well to bear this in mind 
when a patient receiving mixed treatment 
develops an eruption, for it may be due to 
either drug or to the combination. Erup- 
tions may result either from external appli- 
cation or internal administration. They 
may be due to an idiosyncrasy on the part 
of the patient or may occur as a part of a 
general mercurial intoxication resulting 
from too prolonged use or overdosage of 
mercury. Cessation of the drug usually re- 
sults in disappearance of cutaneous mani- 
festations. 





Some Clinical Aspects of Auricular 
Fibrillation. 


{n California and Western Medicine for 
October, 1924, HEWLETT states that the fol- 
lowing is a conservative estimate of the in- 
dications and contraindications for the use 
of quinidine in auricular fibrillation. First, 
quinidine should not be given if emboli have 
occurred. Second, any decompensation 
should be treated by the usual measures be- 
fore giving this drug, and unless the decom- 
pensation can be improved quinidine should 
be given cautiously or not at all. Third, 
quinidine is particularly indicated in fibril- 
lation of recent onset and where signs of 
marked decompensation are absent, but it 
may be tried even when the fibrillation has 
persisted for a year or more. Fourth, if 
normal rhythm is reéstablished, it is ad- 
visable to continue small doses of quinidine 
for weeks or months for the purpose of 
avoiding a return of the irregularity. Given 
according to these indications, the danger 
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from quinidine is slight and the benefits 
from its use are often striking. 

The story of auricular fibrillation exem- 
plifies the benefits which may follow the 
application of physiological methods and 
physiological conceptions to the practice of 
medicine. Mackenzie’s use of the polygraph 
and the later use of the electrocardiograph 
differentiated this irregularity from the 
others commonly met in the clinic. Further 
study of this group of patients demonstrated 
their susceptibility to digitalis, and taught 
us to administer this drug with greater pre- 
cision. Finally, the chance observation that 
quinidine might terminate a paroxysm of 
irregularity would hardly have borne fruit, 
had our knowledge of the irregularities not 
progressed to the point where a careful 
study of other cinchona derivatives could 
be made on other types of fibrillation. 





Observations on the Metabolism of 
Recurrent Vomiting. 

Ross and JosepuHs in the American Jour- 
nal of Diseases of Children for October, 
1924, state that the outstanding features in 
the clinical history of the case which they 
cite were recurrent attacks of vomiting dur- 
ing which he excreted acetone bodies, be- 
came drowsy, at times showed signs of 
acidosis, and occasionally had convulsions. 
The only one of these attacks which they 
studied showed certain changes in the blood 
which they were able to reproduce artificial- 
ly by a sudden, but not by a gradual, with- 
drawal of carbohydrate. The changes which 
they found were the rapid lowering of the 
blood sugar and carbon dioxide combining 
power of the blood. At the same time there 
was an early appearance of acetone bodies 
in the urine. During one attack the blood 
sugar was found to be greatly reduced. They 
believe that hypoglycemia was probably an 
essential factor in these attacks. It is prob- 
able that many attacks of recurrent vomit- 
ing are of the same nature as those of their 
patient, especially those attacks occurring 
with fever. Such hypoglycemia cannot be 
detected, unless the determination is made 
at the height of an attack, for recovery is 
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very rapid. The convulsions of the patient, 
and the facts that are at times to be ob- 
tained from the histories of other patients, 
lend strong support to the view that hypo- 
glycemia is the determining factor in at 
least some of the attacks. 





Two Years’ Experience with Mercuro- 
chrome-220 in Ophthalmic 
Therapeutics. 


In California and Western Medicine for 
October, 1924, WEYMANN states that in 
corneal ulcer, if infected, the mercuro- 
chrome aids greatly in getting the ulcer 
clean and seems to stimulate the growth of 
epithelium as does scarlet red on skin ulcers. 

In chronic dacryocystitis where there is 
a mucopurulent discharge from the sac, it 
may be changed to a simple mucous dis- 
charge in a couple of days by the, instilla- 
tion of the mercurochrome solution. 

In summing up, one may say that in the 
2-per-cent solution of mercurochrome we 
have an unusually non-irritating and pene- 
trating powerful antiseptic for use in 
ophthalmic therapeutics. 

Mercurochrome is not to be thought of 
as a substitute for any of the well-known 
therapeutic agents which we now possess, 
but rather as a valuable addition to our 
present remedies. 





The Value of the Banana in the Treat- 
ment of Celiac Disease. 


Haas, in the American Journal of Diseases 
of Children for October, 1924, states that 
celiac disease is a nutritional disturbance of 
late infancy and early childhood, due to 
inability to utilize fats and carbohydrates in 
a normal manner. The treatment has pre- 
sented discouraging difficulties. Carbohy- 
drate in the form of ripe bananas appears 
to be tolerated perfectly, making it possible 
to bring about a clinical cure in practically 
all cases. Whether there is a factor in the 
banana other than the carbohydrate content 
which results in this cure is unknown. The 
treatment of this disease requires a high 
caloric diet from two to three times the nor- 


mal. Milk is replaced by one of the lactic 
acid forms. No other fat is used, and no 
carbohydrate except ripe bananas, and that 
present in the lactic acid milk. Proteins 
may be used in all forms and apparently in 
any quantity. The maximum number of 
bananas used in any one case was 16 daily 
by a child aged 26 months. In addition to 
the dietary treatment, a full dose of castor 
oil is given once a week, and colonic irriga- 
tions of sodium bicarbonate daily. Of ten 
patients, eight so treated have made a clini- 
cal recovery. Two patients not so treated 
died. 





Apormorphine Hydrochloride: Its Uses 
in Alcoholism. 


In The Practitioner for October, 1924, 
Hare states that he always uses apomor- 
phine hypodermically, and the most conve- 
nient strength of the solution is found to be 
1 to 200. It is probably the most useful 
single drug in the therapeutics of alcohol- 
ism and in some other drug habits, perhaps 
especially morphinism. No other acts so 
promptly and certainly. It is used in the 
following circumstances: (1) in maniacal 
or hysterical drunkenness, also sometimes 
called mania a potu; (2) during the pre- 
monitory stage of dipsomania or during the 
paroxysm; and (3) during several kinds 
of insomnia, especially perhaps that which 
occurs in morphinism or is left after that 
drug has been tapered off. 

In maniacal drunkenness, or in any form 
of drunkenness with excitement, the effect 
of a full dose of 20 minims of the solution 
is strikingly dramatic. Just previously the 
patient may have been clamoring for alcohol 
and threatening to leave unless immediately 
supplied, or be wildly uproarious, necessi- 
tating restraint by two or more attendants. 
In any case within ten minutes, usually less, 
he is quietly asleep. Given in the full dose 
the drug is always strongly emetic, but the 
vomiting is short-lived. The hypnotic effect 
is no less certain and hardly less rapid. In- 
deed, in some few cases, the patient is fast 
asleep before the intermittent spasms of the 
diaphragm have ceased. Hence, if, as is 
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possible, the vomiting has not quite emptied 
the stomach, there may be a danger of as- 
phyxia, if the patient be left alone too soon ; 
the further course of the case will depend 
upon the amount of alcohol which has been 
already absorbed before the stomach was 
emptied by vomiting. The apomorphine 
sleep itself does not in his belief last more 
than an hour or so, but it may start a sleep 
which is carried on by the alcohol already 
absorbed, and so the total sleep may last 
for seven or eight hours, and the patient 
awake sober. In any case, if the sleep lasts 
only an hour or two, he is invariably quiet 
and easily managed when he wakes, al- 
though he may not, of course, then be sober. 

Although he cannot find that apomorphine 
has ever been responsible for a fatal result, 
yet it is stated that sometimes severe col- 
lapse has followed its use in,full doses. He 
has used the drug very frequently for 
twenty years, and until quite recently there 
has been but one case of collapse. This 
happened in the case of a very hard-drink- 
ing journalist, a pseudo-dipsomaniac, and 
followed the use of only 16 minims of the 
1-in-200 solution. The subsequent history 
of his case was extremely interesting. A few 
weeks later he was again admitted in an 
even more advanced state of intoxication, 
and one of his friends who brought him in 
saw him just before leaving his rooms drink 
at least half a bottle of whisky, neat, out 
of the bottle. On arrival he was deeply 
comatose, and it was decided to use the 
stomach tube. For it was doubtful if apo- 
morphine would have acted even if it had 
not been contraindicated by the collapse 
which had occurred on the previous occa- 
sion. However, although apomorphine was 
avoided on this occasion, collapse occurred 
just before the insertion of the stomach 
tube, which was used until all smell of 
whisky in the returning water was absent ; 
the pulse became very soft and weak, al- 
most imperceptible in fact, and the respira- 
tions slow, irregular, and gasping. Yet again 
after his discharge he relapsed, and once 
more applied for admission. The patient got 
very intoxicated on the journey, and was 
violent by the time he arrived. Whereupon 
the medical superintendent promptly gave 
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him an injection of 20 minims of the apo- 
morphine solution, the equivalent of 1/10 
grain of the drug. The injection was fol- 
lowed by its usual harmless and beneficial 
effects. Vomiting ensued and then sleep, 
which lasted all night, the patient waking 
sober next morning. 

In preparing a patient for an apomorphine 
sleep he must not only be in bed, he must be 
in the exact position in bed in which he is 
accustomed to sleep. The light must be 
lowered and everything prepared for the 
night, so that nothing is left to be done after 
his injection has been given. After that the 
patient should not speak or move. Other- 
wise he may miss his opportunity for sleep, 
which often is very evanescent. The apo- 
morphine sleep does not itself last more 
than about two hours, although the patient 
may remain asleep all night. At least that 
is his opinion, and if correct, then most of 
the sleep passed after a successful injection 
is natural sleep. This may account for the 
fact that the patient on awaking in the morn- 
ing feels much fresher than after a night’s 
sleep induced by any other hypnotic drug. 


Immunity Results Obtained with Diph- 
theria Toxoid (Modified Toxin) and 
One-tenth L+ Mixtures of 
Toxin-antitoxin. 

Park and ZINGHER, in the American 
Journal of Diseases of Children for Octo- 
ber, 1924, state that both the new toxin-an- 
titoxin and the toxoid preparations give 
good immunizing results with but slight 
local and constitutional reactions. 

The toxoid has advantages in that there 
is no horse serum in it to cause sensitiza- 
tion, which happens to a slight degree with 
toxin-antitoxin. The substitution of goat 
antitoxin for horse antitoxin will obviate 
this difficulty, and this change is now being 
made. 

Such a toxoid would do away with the 
fear in the population created by the recent 
experience with frozen toxin-antitoxin. 

A satisfactory toxoid preparation is prob- 
ably easier to make and also more stable.” 

In making toxoid by the addition of for- 
maldehyde to toxin, care has to be taken of 
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the amount of formaldehyde added and the 
period of time the formaldehyde-treated 
toxin is exposed to the temperature of the 
incubator. The amount of amino-acid ni- 
trogen, as determined by the van Slyke 
method, has a definite bearing on the 
amount of formaldehyde that is necessary to 
be added. Many of the toxin preparations 
containing from 2.5 to 5 mg. of nitrogen 
per 10 cc will require the addition of 0.1 
per cent formaldehyde and the exposure in 
the incubator from four to five weeks. 

Careful tests of the minimum lethal 
dosage, the L+ and the flocculating value 
of the toxoid should be made in standardiz- 
ing the preparation. The minimum lethal 
dosage represents the remaining trace of 
free acting toxin, the L+ and the floccu- 
lating value, the combining power of the 
toxoid. The combining value of toxoid 
serves as a good index of its immunizing 
value. It is of advantage to have a slight 
excess of free toxin (from 1/15 to 1/20 
minimum lethal dosage in each dose) in the 
toxoid. 

Toxoid and toxin-antitoxin should be 
carefully studied and, if possible, improved, 
and the one they showed to be the best 
adopted for general use. 





Manual Artificial Respiration for Re- 
suscitation: Its Indispensable 
Importance. 


In the Journal of the Medical Society of 
New Jersey for October, 1924, PiInNEO 
states that manual artificial respiration is 
indispensable and cannot be replaced by any 
apparatus or any drug, nor by oxygen. 

All machines for artificial respiration 
should be discarded as hindering dependence 
upon the more physiological manual meth- 
ods, which, moreover, are always more 
readily at hand, requiring only human arms 
for efficient application. 

In electric shock and drowning asphyxia 
is the danger and minutes are valuable. 

In gas poisoning the danger is tissue dam- 
age, and the treatment is elimination by in- 
creased breathing. The recent use of CO, 
and O is a valuable measure. 
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In anesthesia collapse both these dangers 
are factors, but free breathing is most im- 
perative. 

To save the reputation of the medical 
profession as being interested and equipped 
to save lives teaching manual artificial res- 
piration—and, preferably, the prone-pres- 
sure method—should be encouraged. This 
should be taught to doctors in hospitals, to 
first-aid crews among policemen, firemen, 
and in the industries, and to other laymen 
having first-aid interests. 





The Treatment of Hemorrhage in the 
New-born Infant. 

In the Lancet of October 18, 1924, 
CRUICKSHANK states that in the treatment 
of such infants we have now a remedy which 
is practically specific. It consists in the sub- 
cutaneous or intravenous injection of whole 
blood. This leads to arrest of the hemor- 
rhage, and, if it has been applied in time, re- 
covery is probable. The use of serum has 
been recommended by some writers, but 
the results appear to be much inferior to 
those obtained from the injection of whole 
blood. In all cases in which it is suspected 
that the “hemorrhagic diathesis” exists the 
coagulation time and the bleeding time 
should be estimated. 

To test the coagulation time all that is 
required is a sharp Hagedorn needle, a pair 
of watch-glasses, and a small lead shot. 
These should be carefully cleaned with soap 
and water followed by ether. A drop of 
blood is allowed to fall from a needle punc- 
ture in the heel into one watch-glass con- 
taining the shot, and the second watch-glass 
is placed over it to prevent evaporation. 
Every half-minute the glasses are tilted so 
as to allow the shot to roll. The point at 
which it ceases to do so is taken to indicate 
the time of coagulation. Tested by this 
method the normal coagulation time in the 
new-born ranges between five and ten min- 
utes. In cases of hemorrhagic disease the 
period may be prolonged to half an hour 
or more. 

In the normal child the bleeding time 
ranges between two and five minutes. It 

















is tested simply by pricking the skin of the 
heel and removing the drops of blood with 
filter paper as they appear. If they con- 
tinue to do so for more than five minutes 
there is an increase in the bleeding time. 
In many cases of hemorrhagic disease the 
puncture goes on oozing for hours or even 
days. 

As soon as the diagnosis is confirmed 
in this way preparations should be made 
for the injection of blood. 

The simplest method of doing subcu- 
taneous injection is with an ordinary serum 
syringe of about 20-cc capacity. The 
syringe is sterilized and fitted with a fairly 
wide-bore needle such as is ordinarily used 
for intravenous therapy. The arm of the 
donor is constricted with a tourniquet, the 
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skin is cleansed, and the needle of the 


syringe inserted in a vein. From 10 to 20 
cc of blood are taken into the syringe 
and the instrument is withdrawn after re- 
moval of the tourniquet. Without delay 
the needle is inserted through the sterilized 
skin of the infant in the mid-scapular line. 
The needle should point outward toward the 
axilla. The blood is then injected deeply 
into the subcutaneous tissues. When the 
needle is withdrawn the puncture is sealed 
with collodion and the surrounding area is 
gently massaged for a minute or two. The 
results of this treatment—provided it is 
applied early enough—are very satisfac- 
tory, and the ease with which the operation 
can be performed makes it a method of real 
use to the practitioner. 





Surgical and Genito 


Cervical Sympathectomy for the Relief 
of Angina Pectoris. 

SmitH and McCiure (Surgery, Gyne- 
cology and Obstetrics, August, 1924) note 
that Jonnesco in 1916 operated by resec- 
tion of the cervical sympathetic for the re- 
lief of pain in angina pectoris. 

Coffey and Brown noted relief in five out 
of six cases. Jonnesco advocates the resec- 
tion of the entire cervical sympathetic chain 
below the level of the superior cervical gan- 
glion, including the first thoracic ganglion ; 
the operation to be done on the left side 
first and later followed by a similar one on 
the right, if complete relief is not obtained 
as a result of the first resection. 

Eppinger and Hofer, taking the position 
that anginal attacks are secondary chiefly 
to aortic pathology and not to cdronary 
artery disease, and that the main nerve 
through which afferent impulses pass from 
the aorta is the depressor nerve, have con- 
cluded that division of this structure should 
prevent the painful attacks. Hofer has 
carried out this idea in operating on six 
patients, dividing the structure bilaterally, 
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where possible, and reports four cases com- 
pletely relieved, one doubtful result, and 
one death from bronchopneumonia follow- 
ing tracheotomy. He ventures the opinion 
that Jonnesco and Bruening in their opera- 
tions on the cervical sympathetic may have, 
without realizing it, sectioned these fibers. 

Jonnesco cites several valid objections to 
the operation on the depressor nerve fibers. 
The main drawback is encountered in the 
difficulty of identifying these fibers in the 
human. They are subject to considerable 
variation, being included in the vagus nerve 
and leaving it at a rather inconstant level, 
constituting an inconspicuous nerve fila- 
ment hard to recognize. The risk of injury 
to the superior laryngeal nerve, from which 
these fibers often branch, with consequent 
necessity of tracheotomy, is also one to be 
considered. 

Ease of approach, and certain identifica- 
tion of important structures, together with 
the favorable results in suitably chosen 
cases, seem to make the Jonnesco operation 
a simpler and more generally useful pro- 
cedure. 
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The operation has usually been done 
under local anesthesia alone, or combined 
in many cases with gas-oxygen. 

The common after-results of section of 
the cervical sympathetic are well known. 
The characteristic enophthalmos together 
with pupilary miosis usually develops 
promptly on the side of the operation. Oc- 
casionally there is noted some transient 
conjunctivitis on that side. 

As to the indications for operation, re- 
gardless of the etiology of the angina pec- 
toris—whether or not the pathological basis 
is syphilis of the aorta, or arteriosclerosis 
of the aorta or coronary arteries—when the 
seizures are so severe or frequent: that fol- 
lowing an occupation is.impossible, and life 
in general is intolerable, resection of the 
cervical sympathetic on one or both sides, 
especially if the superior thoracic ganglion 
is included, does offer a decided probability 
of considerable relief from pain and of 
return to gainful occupation. 

Whether or not the life of such an indi- 
vidual can be prolonged or the efficiency of 
the heart’s contractions improved by such 
a procedure is another matter. 
lieve that this is the case. 

As to ill effects on the heart from the op- 
eration, exclusive of the immediate jar of 
the anesthesia and manipulation, it seems 
clear that there is none. Jonnesco has never 
been able to discover any instance in many 
cases, and there is no blunting of the 
mechanism of cardiac acceleration under 
increased work. 

The sole contraindication to operation 
seems to be existing cardiac failure. Re- 
cently two of Jonnesco’s patients were suf- 
fering from some degree of failure at the 
time of operation, and both died after the 
operation. He therefore advises against at- 
tempting the operation unless the cardiac 
condition is sufficiently good to enable the 

patient to reap some benefit from its result. 

The authors report two cases apparently 
relieved, but not cured of their pain. They 

conclude their article as follows: 

While in many cases resection of the cer- 
vical sympathetic in angina pectoris, uni- 


Many be- 
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lateral or bilateral, may greatly lessen the 
number and minimize the intensity of the 
painful attacks, it must not be counted on 
to secure complete relief from pain unless 
the first thoracic ganglion is included in the 
resection. 

The resection should be done first on the 
side which has shown the greatest or most 
severe radiation of pain, and may be fol- 
lowed later by a similar operation on the 
other side, if complete relief is not obtained 
after the first one. 

More favorable results may be expected 
in those individuals in whom the painful 
attacks dominate the picture, while the 
cardiac compensation is good, than in the 
patients who give evidence of grave heart 
muscle damage or are already in a state of 
cardiac failure. 

The main indications for operation are: 

1. Frequent and severe attacks necessitat- 
ing the giving up of occupation, and not 
yielding satisfactorily to medical measures. 

2. A feeling on the part of the patient 
that the painful attacks provide an intoler- 
able situation. 

The main contraindication for operation 
is existing or impending myocardial in- 
sufficiency. 





Repeated Venesection and Blood 
Transfusion in Anuria. 

Bowers and TRATTNER (Surgery, Gyne- 
cology and Obstetrics, August, 1924) report 
the case of a boy who, according to his 
parents’ statement, had not passed urine for 
six days. The symptoms were progressive, 
as was the accumulation of urea in the 
blood. Therefore his right kidney, which 
did not show enlargement, was decapsu- 
lated under regional local anesthesia. It 
seemed normal in size, but dark in color. 
Based on the success which had followed, 
and apparently due in part to the use of 
this procedure in the case of bichloride 
poisoning, repeated venesections and trans- 
fusions were resorted to, following the first 
of which there was an appearance of urine 
in small amounts during the next twenty- 
four hours and a definite amount of urine 





PROGRESS IN THERAPEUTICS 


was obtained from the bladder by catheter. 
This amount increased rapidly until the time 
of the patient’s death, which occurred on 
the eighth day after admission. An ac- 
curate estimation of the amount was impos- 
sible since the patient’s bowels moved eight 
or ten times a day. Following each vene- 
section-transfusion there was an immediate 
disappearance of uremic symptoms lasting 
from twelve to forty-eight hours. After 
the first transfusion 145 cc of urine were 
passed the ensuing twenty-four hours, after 


the second 100, after the third 250 cc, after 


the fourth 350 cc. The authors conclude 
that repeated venesection-transfusion is a 
logical procedure in acute conditions inter- 
fering with the permeability of the kidneys, 
in that it lowers the amount of accumulated 
catabolic products in the blood, not only by 
frequent removal but also by repeated dilu- 
tion of the remaining circulating blood. 

It is a more logical procedure than a sin- 
gle venesection transfusion, since it is in- 
conceivable that the tisues could be detoxi- 
fied for a sufficient length of time to admit 
of much benefit. 

It tides the patient over a critical period 
until the kidneys can again resume their 
function. 

It can be used as an accessory measure, 
but should not supplant renal decapsulation, 
which is a recognized useful procedure in 
nephritis. 

The frequency and number given in any 
case should depend upon the clinical con- 
dition of the patient, the blood chemistry 
findings, and the quantity of urine excreted 
in twenty-four hours. 





Anesthesia Deaths. 


BALDWIN (American Journal of Surgery, 
August, 1924) reports on 13 anesthesia 
deaths, three from nitrous oxide-oxygen 
previously published. Of the remaining 10, 
the first was operated on for removal of 
fibroid, the anesthetist being a recent grad- 


uate who used A. C. E. mixture. The death 
took place during the close of the operation, 
and was not recognized until the patient 
was returned to the ward. It is stated that 
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a doctor present at the operation noticed 
that the patient had died, but “did not wish 
to interrupt the operation.” 

The second case was one suffering from 
urethral caruncle, the anesthetist being a 
recent graduate. Chloroform was given. 
The patient died, but this fact was not 
recognized until the operator stood up and 
glanced at her face. The anethetist was 
using chloroform as though it were ether. 

The third case was anethetized with the 
A. C. E. mixture for the purpose of mak- 
ing a complete physical examination. The 
anesthetic was administered by a doctor of 
long experience. The patient died before 
the examination began. 

The fourth case was a woman suffering 
from appendicitis. Her family physician 
administered chloroform. The operation 
was completed in ten minutes. The circum- 
stance that the patient was dead was not 
noticed by the anesthetist until attention 
was called to it. 

The next case was a young man anes- 
thetized by a doctor who paid special atten- 
tion to this branch of surgery. He poured 
a large quantity of chloroform on to the 
mask ; the patient took one breath and died. 

Another woman was anesthetized by 
ethyl bromide for curettement by a special- 
ist. All went well until the anesthetist left 
her side, when she suddenly died. 

A child was given ethyl chloride pre- 
liminary to ether by a specialist; the child 
died suddenly. 

There was the case of a boy with mastoid 
dise1se who was operated on by an ear spe- 
cialist and chloroformed by his family phy- 
sician, who had had a large experience in 
anesthetics. The reporters, strolling into 
the operating room, noted the anesthetist 
with his eyes glued on the operation and 
unaware of the fact that the patient was 
dead and had been for some minutes. 

An elderly woman, with an acute ab- 
domen, was subjected’ to an exploratory 
operation. At the termination of this pro- 
cedure it was discovered that she was dead, 
of which fact the anesthetist was ignorant. 

A middle-aged ‘woman was anesthetized 
by her attending physician for a thorough 
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abdominal examination. He gave her chloro- 
form; the examination was completed rap- 
idly, but when the examiner returned beside 
the patient’s bed after washing his hands, 
he found her dead, greatly to the surprise 
of the anesthetist, who was paying no atten- 
tion to her. 

The author states that with a nurse anes- 
thetist he has had no deaths, that the anes- 
thesia is used so carefully that the amount 
of anesthetic is kept at a minimum; more- 
over there has been a great diminution of 


vomiting. Except on special occasions for - 


special reasons ether has been given by the 
open-drop method and always without ma- 
chinery. 





The X-ray in Obstetrics. 


Moss (Minnesota Medicine, September, 
1924) states that there has been consider- 
able discussion with regard to the effect of 
the x-ray upon the babe in utero. The con- 
sensus of opinion is that the x-ray can do 
no harm either early or late in pregnancy. 
There are some, however, who contend that 
repeated exposures during the early months 
of pregnancy may be sufficient to cause 
abortion. 

As to the most suitable time for x-raying 
these patients, it is advisable to wait until 
the last month of pregnancy ; within two or 
three weeks of the probable date of con- 
finement. Then the baby is almost com- 
pletely developed; so that the findings are 
apt to persist and to be present when the 
patient goes into labor; the bony skeleton 
is more completely ossified, and therefore 
gives a much clearer picture; the cases may 
be followed from time to time; diagnoses 
made; findings recorded and then the +-ray 
used, not as a sole. means of diagnosis, but 
as an aid in checking up these findings and 
to correct any errors which may have been 
made. 

By the aid of the x-ray one may deter- 
mine: (1) normal or abnormal relative 
proportions; (2) the presence of a single 
or multiple pregnancy; (3) position and 
presentation; (4) the presence of a mon- 
strosity, e¢.g., a hydrocephalic, an anen- 
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cephalic, a double monster, etc.; (5) the 
presence of a dead baby; (6) the existence 
of pregnancy. 

While it is true that positions and pre- 
sentations very often change during the last 
month of pregnancy, in the vast majority 
of cases the findings are much the same as 
when labor sets in. It is important and 
convenient to recognize a breech, a face, or 
an occiput posterior before labor begins, in 
order that one may be better prepared to 
meet these: more difficult conditions. For 
the proper determination of position, both 
anteroposterior and lateral plates are often 
necessary. 

It occasionally happens that a patient 
comes during the last trimester of preg- 
nancy for the first time. She had felt life 
until a few days ago, and is now anxious to 
know whether her baby is still alive. An ex- 
amination reveals a very obese type of pa- 
tient with a polyhydramnios, making it diffi- 
cult to hear the fetal heart. The diagnosis 
here, as in other similar cases, may be doubt- 
ful, but can be readily cleared up by the aid 
of an x-ray film. If the baby is living, the 
outline of the fetal skull is regular, but in 
the presence of a dead baby, because of ab- 
sorption of some of the cerebral fluid, the 
bones overlap and the scalp folds, giving 
the head a very irregular outline. 

As to the diagnosis of early pregnancy by 
the aid of the x-ray, one should be able to 
make a diagnosis by the ordinary methods 
just as early. It will, however, be of con- 
siderable value in helping to differentiate 
between pregnancy and a tumor, particu- 
larly in the presence of a dead baby. 





Rectal Operations Without an Assistant. 

Drueck (American Journal of Surgery, 
August, 1924) observes that surgeons are 
frequently called on to operate upon the 
anal region at a time when no assistance 
is available ; and it is then difficult to secure 
proper exposure. Under such circumstances 
the author has utilized two adhesive strips 
about 514 inches (14 cm.) long by 2 inches 
(5 cm.) wide, according to the size of the 
patient’s buttocks. To one end, which has 
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been folded upon itself, is attached a long 
strip of tape or bobbin. The other end is 
divided into three equal strips about 3 
inches (7.5 cm.) long. The middle strip 
is then made a half-inch (1.3 cm.) shorter. 
The patient is put in the lithotomy or the 
knee-chest position. The middle strip is 
attached at the side of the anus (the region 
being shaved), and the superior and in- 
ferior strips are fastened above and below. 
This procedure is repeated with the second 
strip on the opposite side. The patient now 
pulls the buttocks apart while the surgeon 
ties the tapes in front. In practically every 
case he has found that this gives excellent 
exposure for the common surgical oper- 
ations on the anus and rectum. 





Granuloma Inguinale. 
Murpock (Boston Medical and Surgical 
Journal, Sept. 18, 1924) reports a case of 
this infection due to an encapsulated gram- 
negative coccoid and diplococcibacillus. The 
patient reported in this paper was a me- 


chanic, 28 years old, whose lesion began as 
an elevated papule, with subsequent ulcera- 
tion, on the shaft of the penis. This four 


weeks after the exposure. In two weeks 
later another papule with subsequent ulcera- 
tion appeared in the right groin. When 
seen the penile lesion was serpiginous in 
type, its longest measurement being 414 
cm., its widest 2 cm. The groin lesion was 
annular, and its diameter 2 cm. These 
lesions were elevated and hard to the touch. 
The ulcers proved to be granulomata, 
though not deep, and presented a rolled-out 
appearance. The lymphatic glands of the 
groin were not enlarged. The diagnosis 
was made by finding, under the microscope, 
an encapsulated gram-negative coccoid and 
diplococcibacillus. It has been reported that 
pure cultures of the organism have been 
obtained. In the case reported here the 
author was unable to obtain a pure culture. 

Gage believes that, in the majority of 
cases at least, it is a primary infection of 
the genitals, transmitted through sexual in- 
tercourse; however, he believes that the 
condition may be complicated by syphilis, or 
chancroid. 
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The diagnosis of this condition is estab- 

lished by finding Donovan bodies in the 
smear. Two methods are advocated for ob- 
taining smears: One, the removal of a 
small section, and squeezing the tissue fluid, 
making smears from this fluid. The other, 
thoroughly cleansing the ulcerations with 
ether; after the bleeding has been con- 
trolled, removing, with a dull curette, some 
of the scrapings, from which a smear is 
made. The latter was the method used in 
the case here reported. Romanowsky’s stain 
was used with excellent results. 
' The differential diagnosis of this condi- 
tion presents considerable difficulty. The 
conditions with which granuloma inguinale 
are likely to be confused are syphilis, tuber- 
culous ulcer, cancer, and chancroid. 

A blood Wassermann should be done on 
all these cases, although, as Lynch has 
pointed out, it is not uncommon for syphilis 
to be associated with this condition. 

Patients with chronic indurated ulcera- 
tions in this region should be given the bene- 
fit of repeated smear examinations. The 
finding of Donovan bodies in the smear es- 
tablishes the diagnosis. 

In the case here reported, no local appli- 
cation of any kind was made. This was 
purposely done to be able accurately to de- 
termine the value of tartar emetic intra- 
venously. 

The method used was that outlined by 
Campbell, and later by Gage. One gramme 
of finely powdered tartar emetic was added 
to 110 cc of freshly distilled water. The 
solution was then thoroughly boiled. In- 
travenous injections were used every other 
day, beginning with 2 cc of tartar emetic 
solution diluted with 8 cc of freshly dis- 
tilled water. With each succeeding admin- 
istration 1 cc of tartar emetic was added, 
and 1 cc of distilled water subtracted. All 
told, eighteen injections were given. 

Following the third injection, there was a 
noticeable decrease in the secretion followed 
by rapid epidermization. The lesions were 
entirely healed following the last injection. 
The patient has been advised to take month- 
ly injections of tartar emetic for one year. 

Great care should be used in the adminis- 
tration of tartar emetic intravenously. Fre- 
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quent examinations of the urine during 
treament are advised. 

The appearance of albumin and casts in 
the urine during treatment should be a 
warning sign to temporarily discontinue 
treatment. 

Infiltration of the drug in the tissues 
around the vein is extremely painful, and 
likely to cause sloughing. 





Radiation Therapy of Cancer. 


Recaup (Canadian Practitioner, Sept. 1, 
1924) has made a careful study of the 
modifications in spermatogenesis produced 
by radiation. He used testes of different 
sizes from those of a rat to those of a tam, 
and succeeded in limiting the lethal action 
of the x-rays to those cells in the seminal 
tubules which are called spermatogonia. 
These elements are situated at the base of 
the epithelium next to the connective mem- 
brane which envelops the seminal tubes. 
Being the ancestors of all the seminal cells, 
the spermatogonia are absolutely necessary 
for the renovation of the latter. If they 
are all destroyed, the epithelium becomes 
depleted gradually by successive elimina- 
tion of all the surviving cells, and then 
sterility is complete and final. 

If a very penetrating radiation is em- 
ployed and the dose is just sufficient, one 
can destroy all the spermatogonia in a testis, 
without causing any apparent lesion, not 
only in the other tissues but also in the sev- 
eral generations of cells derived from the 
spermatogonia, including the spermatozoids, 
which are at the end of the spermatic line. 

The spermatogonia do not represent even 
the thousandth part of the weight of the 
testis. This radio-physiological result is 
typical of a selective effect of radiation. 

The hereditary substance of the sper- 
matozoids contained in the chromatin is in- 
jured by the rays, even though one may 
not observe morphological changes. The 
eggs fertilized by these spermatozoids re- 
sult in abortion or they. produce monsters. 

There really exists, between different or- 
gans, between different tissues of the same 
organ, between different cell types of the 


same tissue, and also between the different 
physiological phases of the same cellular 
species, differences in radiosensitivity. 

The time of cellular division is the mo- 
ment of greatest radiosensibility of a cell. 

The chromatin in which the hereditary 
properties are mainly carried is. also the 
radiosensitive part of the cell. In many 
types of cancer, for example in the 
squamous cancer, the cancerous tissue is re- 
produced without changes by the multipli- 
cation of the mother cells. These cells oc- 
cupy the periphery of the cell cords or the 
lobules of the tumor tissue, where they are 
known as generating cells. They are the 
only cells which are forever fertile. All 
other cells of the cancer belong to lateral 
branches, of which the end product is the 
horny squamous cell, which is sterile. It 
is useless to expect.to kill all the cells. The 
others, which form practically the whole 
mass, disappear gradually by transforma- 
tion and resorption. 

When one compares the effects produced 
by highly filtered «-rays of greater and 
greater penetration, or better, the effects of 
the most penetrating gamma rays of radium, 
one observes a phenomenon of the greatest 
importance. As the radiation becomes more 
penetrating, the diffuse necrotizing effects 
diminish, then they practically disappear, 
and finally only the selective effects remain 
which are manifested in the most radiosensi- 
tive cells. 

In diffuse caustic radiotherapy the selec- 
tive effects will exist, but they are masked 
by the diffuse caustic action. 

The selectivity of biologic action and the 
penetrating power are two properties of 
radiation which run together in the same 
sense. 

It is the greater penetrating power and 
selectivity of action of the very penetrating 
gamma rays of radioactive substances which 
is responsible for the therapeutic superiority 
of radium over x-rays in cancers of low 
radiosensitivity. 

In a testis, an ovary, a thymus sterilized 
by a selective radiation, there is no visible 
trace of a vascular lesion, nor is there a 
modification of the connective tissues. It 
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is absolutely impossible to accept a dys- 
trophy of vascular origin, a sclerosis of con- 
nective tissue, as immediate causes of the 
suffering and death of the sensitive cells. 
The same rule applies to cancer. 

The mechanism of the repopulation (tes- 
tis, thymus, epidermis, etc.) and of local re- 
currence in cancer, following radiotherapy, 
is quite clear and well established. In every 
case histologic study shows that the repopu- 
lation of the recurrence is derived from the 
mother cells which were spared. 

All other factors remaining the same, the 
duration of the treatment has an important 
bearing on the efficacy of a selective radia- 
tion. In other words, one thousand milli- 
gramme-hours of radium, obtained by using 
1000 mg. for one hour, 10 mg. for 100 
hours, or 5 mg. for 200 hours, will not give 
the same result. 

In the center of the ram’s testicle, fifteen 
dose units of heavily filtered emanation 
acting during a few hours only produced a 
central necrosis without sterilizing the 
outer parts of the organ. In remarkable 
contrast, three dose units acting during fif- 
teen days have determined complete steri- 
lization, but without central necrosis. 

The same results have been obtained with 
cancers in general, and especially with the 
squamous cell type ; that is to say, the treat- 
ment has been more effective with the 
smaller quantity of radioactive substance 
applied during a longer time. 

In the testicle all the spermatogonia are 
acted upon at the time of their great radio- 
susceptibility, during their reproductive 
period, when a small quantity of radioac- 
tive substance is sufficient to kill them. 

These active reproductive periods are tak- 
ing place successively and alternately in dif- 
ferent places in the seminal tubes. It is 
therefore necessary for a small dose to be 
extended during the whole process to de- 
stroy all the spermatogonia. 

The microscope shows us that the same 
thing happens in the different parts of a 
squamous cell cancer. 

There is no anatomical element absolutely 
resistant to radiation. With a sufficient dose 
every one will be destroyed. 
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All these anatomical elements, normal or 
neoplastic, are conveniently distributed in 
three classes: 

The most susceptible are those that have 
preserved the capacity of reproduction. In 
this class we find the mother cells of the 
epithelial cancers. These, after having been 
killed by selective radiation, will be ab- 
sorbed ; their progeny is suppressed and the 
cancerous process they were causing will 
disappear. ) 

The differential cells (muscular, nervous, 
fixed connection, polynuclear leucocytes) 
are less susceptible. They are destroyed 
only by sufficiently caustic radiations. 

The non-cellular anatomical elements 
(plasma, fluids, connective and _ elastic 
fibers, fundamental bone and cartilaginous 
tissue) are not changed in their form by the 
rays, but they undergo an invisible and a 
latent physico-chemical modification. 

If they have absorbed a sufficient amount 
of accumulative radiation, these non-cel- 
lular elements will undergo a necrotic de- 
struction, generally associated with simul- 
taneous infection. Hence, in radiotherapy, 
it is necessary to reduce the lesions of the 
elements of the two last classes because 
they play a great part in the after-reactions, 
and because they are useless and produce 
pain and scars. These undesirable and 
dangerous lesions are generally produced 
by caustic rays or by an excess of selective 
and filtered radiation. 

The observations on human cancers, 
treated by radiation, have revealed another 
most important conclusion: The progres- 
sive decrease in radiosusceptibility of the 
cancer cells treated by repeated non-steril- 
izing irradiations. These ineffective radia- 
tions will finally bring a necrosis of the 
treated region. This well-established fact 
forces us to adopt the rule of the single pro- 
tracted treatment in human cancers. 

The author thus concludes his article: 

The radiation treatment of cancer must 
utilize the selective action of the rays in 
preference to their diffuse caustic effect. 

The required selective action calls for 
more penetrating x-rays, for increased volt- 
ages, and higher potential tubes. 
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Radium therapy must employ ultrapene- 
trating gamma rays, filtered by heavy 
metals. 

The tube method is good, but not because 
it brings in the beta-rays. It is inferior to 
the radium puncture method, with ultra- 
penetrating gamma rays. This last teehnique 
has the advantage of reducing the diffused 
caustic effect, the serious after-reactions, 
and radionecrosis. 

The decreasing radiosusceptibility of the 
cancer cells treated by small, ineffective and 
successive doses, imposes the necessity of 
the single continuous 
treatment. 

The chronological distribution of this 
single complete treatment must be adapted 
to the life peculiarities of the cancerous 
tissue. 

Generally, the treatment is more effective 
if continuous and extended over six to ten 
days. This is particularly true for the epi- 
dermoid squamous cell cancers. The roent- 
genotherapy of cancer will undoubtedly 
benefit in following as much as possible all 
these rules. 

Ewing looks upon cancer as a series of 
multiplying aberrant cells, which have a 
lymph supply and a blood supply, but no 
nerve supply whatever. From this point of 
view he can understand why many cancers 
are acted upon in a selective way by radia- 
tion. 


or discontinuous 





The Incidence of Hereditary Syphilis in 
a Hospital Community. 


Wricut (Boston Medical and Surgical 
Journal, Sept. 18, 1924) has studied the 
records of 1220 consecutive admissions to 
the Children’s Medical Service of the Mas- 
sachusetts General Hospital over a period 
of about five years. These were white chil- 
dren, and were sent to the wards from the 
out-patient department of the emergency 
wards and by outside physicians, and were 
all supposedly non-syphilitic. There were 
16 cases not classed as syphilitic in which 
the Wassermann reaction was positive to 
some degree. 

The results of this study are as follows: 
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1. A diagnosis of syphilis was warranted 
by the evidence in 31 cases, or 2.54 per 
cent. 

2. A provisional diagnosis of syphilis 
was warranted by the evidence in 9 other 
cases or 0.73 per cent, making the total 40 
cases or 3.27 per cent. 

3. Based on these 40 cases, the incidence 
of syphilis in children under thirteen 
months was found to be 5.84 per cent, 
while the incidence in children over thir- 
teen months was found to be 1.71 per cent. 

4. The figures obtained in this definitely 
limited hospital population are in close 
agreement with the figures which Jeans 
computed from the literature in 1919, and 
do not differ materially from those reported 
from St. Louis, San Francisco, and Chicago. 





A Symposium on Syphilis. 

Cumston (Medical Journal and Record, 
Sept. 17, 1924), reporting on the progress 
of Italian syphilographers, notes that it is 
generally admitted that an abortive cure may 
be obtained when the seroreaction is still 
negative, before the fifteenth to the twen- 
tieth day from the first appearance of the 
chancre. Out of a total of twelve cases ob- 
served by Piccardi, seven realized this con- 
dition, and the remaining five dated from 
twenty to thirty-eight days from the onset 
of the primary sore. This observer also 
maintains that sterilization of the patient is 
possible during the entire ‘second phase of 
incubation. In one hundred cases of primary 
chancre he obtained a clinical cure, with 
complete absence of any secondary mani- 
festation during a lapse of time varying 
from six months to ten years, and with a 
negative seroreaction, although the treat- 
ment was occasionally begun when the sec- 
ondary symptoms had developed. 

Of the twelve treated cases, four were 
given a mixed treatment of novarsenobenzol 
and mercury ; eight were treated exclusively 
with novarsenobenzol. Piccardi does not 
believe that large doses of arsenic are neces- 
sary; he employs from 0.45 to 0.60 centi- 
gramme as an average dose. 

Greenbaum comments on the false sense 
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of security which may be given by a single 
complement fixation test begun at an un- 
fortunate time. He warns against making 
of blood tests during the course of treat- 
ment of the syphilitic, and states that no 
individual should be counted’as cured unless 
his blood and at least one spinal fluid taken 
at the same time give a negative comple- 
ment fixation test at least two years after 
the original positive finding. 

Whitman compares salvarsan with neo- 
salvarsan and considers the former has 
greater value. 

Ahlswede and Busch, reporting on bis- 
muth therapy, which they have been study- 
ing for three years, state that the clinical 
results obtained with bismuth medication 
in all stages of syphilis have been satisfac- 
tory and should encourage further experi- 
ments and observations. In all cases of 
idiosyncrasy against arsphenamine and mer- 
cury attempts with bismuth medication are 
indicated and justified. 

As to the treatment of syphilitic inter- 
stitial keratitis, DeCourcy and Mather 


(quoted in the British Medical Journal, 
January 5, 1924) find that x-rays in weak 
doses have an undoubted effect in cutting 
short the early stages of infiltration into 
the deeper corneal layers. The earlier the 
stage of the disease at which this treatment 
is started, the more rapid the improvement 


and the more satisfactory the results. The 
younger the patient the better the reaction 
to x-rays. In the cases treated children re- 
acted more rapidly than young adults, while 
in older people the reaction was less satis- 
factory. It is in the relief of pain, photo- 
phobia, and lacrimation that x-rays show 
the most striking results. The acute stage 
is also much shortened by checking infiltra- 
tion and vascularization. The opacities in 
young subjects are undoubtedly benefited 
by x-rays. In no case was any damage done 
to the eye or the surrounding tissues, and 
the patients complained of no inconvenience 
during the treatment. Small doses only of 
#-Tays are necessary. X-rays should be used 
as an aid to, but should not take the place 


of, local, antisyphilitic, and general treat- 
ment. 


Undescended Testicle. 

MIXxTER (Surgery, Gynecology and Ob- 
stetrics, September, 1924) reports a series 
of cases and summarizes his article as fol- 
lows: 

Operations for undescended testicle in 
childhood may be expected to yield 75 to 80 
per cent of satisfactory results; that is to 
say, the testicle remains in the scrotum and 
subsequent atrophy does not ensue. 

To attain this result, the spermatic circu- 
lation should be preserved and the cord 
lengthened sufficiently to allow the testicle 
to be placed in the scrotum without tension. 

In a certain number of cases, in particu- 
lar those of the intra-abdominal variety, it 
will be necessary to section the spermatic 
vessels. Where this procedure is unavoid- 
able, atrophy occurs in the great majority 
of cases. It is indicated in only about 10 
per cent of all cases. 

Atrophy may ensue where the spermatic 
vessels are not divided. This is probably 
due to accidental tearing of some of the 
trunks at operation or inclusion in the 
stitches, if the cord is anchored to Poupart’s 
ligament. 

Operation may be undertaken at any age 
with the expectation of a good result, if the 
accompanying hernia becomes troublesome 
or other indications arise. 

The preferable age for operation is be- 
tween five and twelve years. At an earlier 
age the structures are so delicate that injury 
to the spermatic vessels is difficult to avoid. 

Orchidectomy should not be done in 
childhood. Replacement of the testes in 
the abdomen should also be avoided on ac- 
count of the risk of a future malignancy. 
In even the most difficult case, section of 
the spermatic vessels and transposition of 
the vas and its accompanying vessels be- 
hind the deep epigastric will make it possi- 
ble to place the testis in the scrotum. 

The examination of the cases that have 
been operated on in childhood with preser- 
vation of the spermatic circulation and have 
passed the age of puberty, frequently re- 
veal on palpation a testicle that has ap- 
parently developed normally. 

From this series no light has been thrown 
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on the spermatogenetic function of the un- 
descended testis subsequent to an operation 
performed before puberty. It is hoped that 
later the bilateral cases of this type may 
afford some valuable data. 

In no instance has a recurrence of the 
hernia been observed. 





Surgical Drainage of the Peritoneum. 


Payne (Surgery, Gynecology and Ob- 
stetrics, September, 1924) states that in the 
surgery of intra-abdominal lesions com- 
plicated by contamination or infection the 
operator is most frequently uncertain 
whether to provide for an extra-abdominal 
outlet through some form of drainage, or to 
close the wound tightly. The recent litera- 
ture has been full of advice, dictatorial al- 
most, calling for the adoption of the dictum, 
“when in doubt do not drain.” Unfor- 
tunately for many patients this dictum, set 
forth by experienced men, has resulted in 
serious complications or death when carried 
out by inexperienced operators. The en- 
thusiasm of some skilled operators who 
close the peritoneum without drainage is 
calculated to stimulate a premature surgical 
judgment into sins of omission that will, 
in most instances, militate against the wel- 
fare of the patient. 

In a local area of contamination or in- 
fection it is certain that a drain to this point 
becomes walled off from the remaining 
cavity by plastic lymph and fibrin in a pe- 
riod of time varying from a few hours to 
twenty-four hours, this representing the 
mechanical defensive mechanism of the 
tissue. There is also a biological defensive 
mechanism at the same time, consisting first 
of a wonderful absorptive power, and sec- 
ondly, the ability of the peritoneum, under 
altered physiological conditions, to supply 
large amounts of transudate or exudate. 

Since peritoneal infection spreads by con- 
tinuity in the beginning, it is rational to 
assume that proper drains to these inflamed 
or injured areas not only assist for a while 
in the biological defensive mechanism, but 
also provide a pathway of least resistance 
for the products of bacterial growth. 


The experiments of Yates, substantiated 
a hundred times by others, have proved that 
the general peritoneal cavity cannot be 
drained, that adhesions by fibrin completely 
isolate a drained point from the remaining 
cavity in a limited number of hours, and ~ 
that the source of the infection is the only 
problem with which the surgeon can in any 
way deal. Therefore the practice of drain- 
ing low points of the abdomen for injured 
areas higher up is unsound, and all necrop- 
sies following death from general peritonitis 
witnessed by the writer have shown the 
drained area isolated by adhesions with al- 
ways an equal surrounding peritoneal re- 
action of diffuse inflammation. Proper 
drainage, then, of the primary source of 
infection is all that is necessary. The re- 
maining peritoneal tissue had best be left 
te its natural defensive forces. 

The treatment of peritonitis then resolves 
into, first, removal of the source of the in- 
fection, and secondly, the prevention of 
the spread of infection. In carrying out 
the second phase of treatment we have at 
present nothing to rely upon but the insti- 
tution of proper drainage. This procedure 
operates by making for the source of in- 
fected area a safe pathway or outlet in the 
direction of least resistance. Adhesions 
isolating the infected area, plus resistance 
local and general, are the patient’s salva- 
tion. 

In acute infections, with and without 
soiling, we have as yet no definite standards 
concerning the exciting organisms or the 
pathology present; the protective forces 
have not had time to indicate how well the 
tissues will be cared for in the fight ; there- 
fore, closure without a precautionary outlet 
or lead by proper drain is taking a chance 
that should not be condoned. 

The question of surgical drainage of the 
peritoneum must remain to a certain extent 
an open one, dependent on the living path- 
ology and other conditions present in the 
indivdual case. When all surgeons, either 
of one hospital group or everywhere, have 
acquired a like experience in peritoneal in- 
fections, then we may formulate definite 
standards to follow with regard to drainage. 
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Situations of doubt must necessarily arise, 
and when these obtain, the writer believes 
it is safest for the surgeon to follow the old 
dictum of Lawson Tait: “When in doubt, 
drain.” 


Prevention of Subungual Hematoma. 


Ross (Surgery, Gynecology and Ob- 
stetrics, September, 1924), writing on this 
subject, states that the proper thing to do 
when the nail is traumatized is to grasp it 
instantly between the forefinger and thumb 
of the opposite hand, the ball of the thumb 
exactly over the contused area, and squeeze 
with firm, even pressure, maintaining this 
pressure for from ten to fifteen minutes by 
the clock. The extravasation of blood from 
the ruptured capillaries into the contused 
tissue is thus prevented. At the end of ten 
or fifteen minutes the ruptured capillaries 
will have sealed themselves with tiny micro- 
scopic clots and the pressure on the nail may 
be released. Meanwhile the pressure will 
also have prevented the intercellular extra- 
vasation of serum and lymph which grossly 
constitutes the edema of a traumatized tis- 
sue. So there is very much less swelling as 
well as an absence of gross visible hemor- 
thage. Lastly, the pressure does help con- 
trol the immediate pain. The end-result is 
a very moderately sore finger, from which 
all tenderness will have disappeared in a 
few days, and in place of an ugly and pos- 
sibly painful hematoma there is at worst 
a very faint staining of the base of the nail. 


The Use of Insulin in Operations on 
the Diabetic. 


PEMBERTON and CUNNINGHAM (Lancet, 
Sept. 27, 1924) observe that although the 
more recent diabetic methods of Allen and 
Joslin have already begun to diminish the 
mortality following surgery in the diabetic, 
the use of insulin in selected cases seems to 


remove the risks altogether. These risks 
are, briefly, the liability to postoperative 
infection and the onset of coma, and are 
mainly sequented to anesthesia and shock, 
both of which produce the hyperglycemia, 
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the control of which is the main aim of 
management. 

For preparation before operation at least 
a week appears to be necessary, during 
which hyperglycemia and acidosis are re- 
moved and the patient is brought into nitro- 
genous equilibrium by appropriate diet and 
insulin dosage which naturally varies in 
each case. No food is given on the day of 
operation, half an hour before which 10 
units of insulin are administered. 

Ether is invariably employed as an anes- 
thetic and is administered by the open 
method. Blood is removed simultaneously 
from the radial artery and median basilic 
veins at intervals of twenty minutes and 
tested for arterial and venous glucose. 
Half an hour after the induction of anes- 
thesia insulin is given in amounts varying 
with the nature of the case. 

After operation is the most critical period. 
The patient is put on milk diet, and the dos- 
age of insulin is governed by the magnitude 
of the postoperative hyperglycemia. In 
postoperative infection either in the wound 
or arising from pulmonary conditions the 
reduction of hyperglycemia presents great 
difficulty. A low postoperative alkali re- 
serve may be effectively removed by alka- 
lies. 

In this relation Jones, McKirrrick and 
Sisco (Boston Medical and Surgical Jour- 
nal, Oct. 16, 1924), particularly in relation 
to surgery of bile tract, note that not only 
diabetes improves temporarily, but often 
disappears entirely following well-conducted 
operation for gall-stones. They hold that 
success in operating upon diabetic patients 
results only when there is smooth inter- 
relation of the following factors: Com-— 
prehensive codperation between surgeon and 
internist; careful preoperative study and ~ 
preparation; judicious selection of the 
anesthetic, and of the type of operation; 
vigilant postoperative care; insulin. 

In preparing the diabetic patient for op- 
eration, radical procedure designed to ren- 
der the patient sugar-free may cause actual 
damage by depleting the glycogen content of 
the liver and other tissues and thus destroy- 
ing a valuable protective agency. It may 
even be desirable to have small amounts of 
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sugar in the urine at the time of operation, 
for then depletion of the carbohydrate re- 
serve seems less likely to be present. 

Acidosis is much less desirable than large 
amounts of sugar in the urine. Unless op- 
eration is imperative it should be delayed 
until the acidosis is controlled. Emergency 
cases may be successfully operated upon in 
the presence of acidosis, but the responsi- 
bilities of the surgeon and internist are 
thereby greatly increased and the prognosis 
proportionately poorer. From the view- 
point of operability, diacetic acid in the 
urine is a satisfactory index of acidosis. 

Adequate fluid intake is essential. The 
patient’s tissues should be neither dehy- 
drated nor water-logged, for either condi- 
tion may prevent proper metabolic response 
to the unusual burden imposed by the opera- 
tion. Unless the patient is very dry and 
dehydrated, from two to three liters of 
fluid a day for two days is probably ade- 
quate preparation. If fluids cannot be 
retained when administered by mouth they 
may be given by rectum, subpectorally, or 
intravenously. 

The diet should contain eighty to one hun- 
dred grammes of carbohydrate each day 
for at least two days immediately preceding 
the operation. The protein should not ex- 
ceed one gramme per kilogramme body 
weight of the patient. The fat content of 
the diet should be low, thereby diminishing 
the possibility of ketosis by limiting the 
number of fat radicles to undergo in- 
complete splitting. Fifty to seventy-five 
grammes of fat a day are adequate, and in 
some cases much less may be given. The 
‘following diet meets the preoperative 
requirements of the average gall-bladder 
patient who is not too ill to eat. It con- 
tains approximately 100 grammes of car- 
bohydrate, 45 grammes of protein, and 58 
grammes of fat: 

Breakfast—One-half grape-fruit; one 
large dish of oatmeal; three ounces of 
milk; one egg; one Uneeda biscuit; one 
small butter ball. 

Dinner.—One small piece of meat; one 
Uneeda biscuit; one small butter ball; two 
ounces of milk; one small orange. 
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Supper—One egg; one Uneeda biscuit; 
one small butter ball; one shredded wheat 
biscuit; three ounces of milk; one small 
orange. 

Tea, coffee, cocoa shells and saccharin 
as desired. 

If the patient is too ill to eat the above 
menu, carbohydrate must be persistently 
administered in small increments in the 
form of liquids given by mouth and by 
rectum. Two six-ounce rectal injections 
of ten-per-cent glucose solution, ten ounces 
of orange juice, a pint of oatmeal water 
gruel, and half an ounce of levulose sugar 
in tea or in the gruel are equivalent to one 
‘hundred and one grammes of carbohydrate. 

Insulin should be used to prevent undue 
accumulation of sugar. Two hours before 
operation, five ounces of the orange juice 
are given by mouth. 

On the day of operation the usual morn- 
ing dose of insulin should precede by thirty 
minutes the one hundred and fifty grammes 
of orange juice given two hours before 
operation. To give large doses of insulin 
just before the operation is both unwise and 
unnecessary. 

After the operation minute attention to 
detail is essential, and for this reason a 
special nurse is desirable. A single speci- 
men of urine is obtained every three or 
four hours after the operation and is tested 
for sugar by the Benedict test and diacetic 
acid with ferric chloride. If necessary a 
self-retaining catheter may be inserted, and 
in this case specimens may be obtained at 
any interval. It is best not to delay more 
than three hours if any doubt exists about 
the patient’s condition. If a catheter is 
used, hexamethylenamine should be admin- 
istered. These single specimens, as ob- 
tained, are tested by the nurse, who then 
administers insulin on the basis of the quali- 
tative results. The amount of sugar may 
be quantitated if desired, but this adds no 
helpful data. The single specimens should 
be carefully preserved in order that the 
twenty-four-hour urine specimen is not 
depleted. 

Insulin is administered subcutaneously 
on the basis of the qualitative tests for 
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sugar and diacetic acid in the urine. If 
the Benedict test for sugar is red or yellow 
and no diacetic acid is present, fifteen units 
of insulin may be given, but if diacetic acid 
is also present, twenty units may be admin- 
istered. If the Benedict test is green, five 
or ten units of insulin may be given. In 
general, more insulin may be safely given 
in the presence of diacetic acid than when 
it is absent, It is not necessary to follow 
each dose of insulin with carbohydrate in- 
gestion. These procedures may be carried 
out every one, two, three or four hours, 
depending upon the urgency of the indica- 
tions. As convalescence progresses the in- 
sulin requirements become less and _ less 
and it is often possible to dispense with it 
entirely. 

Blood chemistry does not often play an 
important role in the postoperative care of 
a diabetic patient. Occasionally a case is 
encountered in which a knowledge of the 
blood sugar or the carbon dioxide combin- 
ing power of the blood results in real bene- 


fit to the patient, but such cases are excep- 
tional. 


The amount of fluid required after op- 


eration varies a great deal. Probably no 
patient should receive less than 1500 cc 
during the first twenty-four hours. More 
may be given depending upon the degree 
ot acidosis present and the general condi- 
tion of the patient. The patients begin to 
take small amounts of water by mouth just 
as soon as they ask for it, but great pains 
are taken to prevent vomiting, for this al- 
ways increases acidosis. 

During the first twenty-four hours after 
operation from forty to sixty grammes of 
carbohydrate is administered. In cases 
showing considerable diacetic acid it may 
be advisable to give more than sixty 
grammes because acidosis is the result of 
incomplete splitting of the fat, and fat can 
be completely split only in the flame pro- 
duced by the burning of carbohydrate. 

The day following operation the diet re- 
mains almost the same as the first day, but 
thereafter milk, cream, Uneeda biscuits, 
butter and eggs are added as rapidly as 
Possible until the patient is taking his full 


maintenance diet. Meat, bacon, vegetables, 
and cheese are added conservatively. 

In commenting upon this paper Dr. 
Cheever expressed his opinion that the pa- 
tient should be made sugar-free before 
operation, using insulin if needful to ac- 
complish this end. He also is a strong be- 
liever in gas-oxygen anesthesia, stating that 
during the eleven years in which he has 
used it there has not been a single death 
resulting therefrom. 





Methods Employed in the Treatment of 
Hypertrichosis. 

ELLER and SATENSTEIN (Medical Review 
of Reviews, September, 1924), after calling 
attention to the annoyance incident to the 
excessive growth of hair on the face, or 
indeed on other parts of the body where 
such growth is not usual, note that for the 
removal of superfluous hair there are two 
sets of remedies, one giving temporary, the 
other permanent results. Shaving and 
depilatories strengthen the roots, whilst 
removing for a time the evidences of growth. 
In people of the brunette type the dark 
stumps of the hair cannot be concealed, and 
moreover the skin about them becomes 
somewhat pigmented. Pulling the hair by 
tweezers produces somewhat similar re- 
sults. Rubbing with pumice stone may be 
helpful for a time. A resin pencil for iso- 
lated and thickened hairs may be service- 
able. It is heated at one end, pressed upon 
the hair, and the latter comes away as the 
result of a quick jerk. Among the chem- 
ical measures for removal of hair may be 
mentioned sulphides and hydrates of the 
alkaline. earths and alkalies; also yellow 
arsenic, the latter called orpiment; since 
it is somewhat caustic in action it may de- 
stroy the hair follicles, but this result is not 
invariable. 

Electrolysis is the one safe, permanent 
and reliable method for the removal of 
superfluous hair. This work should be 
done by an expert, preferably a trained 
physician. If it is improperly done, infec- 
tions, pigmentation, scars, and even atrophy 
of the treated areas may result. 
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The tip of the needle used is not only 
slightly blunt, but should be very slightly 
bulbous. The shaft of the needle is bent 
at right angles and provided with an insu- 
lated handle. 

It is well to perform this operation by 
artificial light, which is best obtained from 
the reflected rays’ of a fifty-candlepower 
lamp. The large positive indifferent elec- 
trode is then placed preferably over the 
patient’s knees, with the contact surface 
upward. 

The operator carefully inserts the needle 
into a hair follicle to a depth of about six 
or eight millimeters. The rheostat is so 
adjusted that the current passes instan- 
taneously and the milliamperemeter will 
show ‘the amount of current flowing. The 
current that should flow should be about 
two milliamperes. 

An exposure of from ten to fifteen seconds 
should be sufficient, and a minute drop of 





foam on the mouth of the hair follicle in- 
dicates that the contact has been sufficient. 
The application of the current is attended 
by some pain, which is greater in the more 
sensitive areas, such as the upper lip. 

About one week after the application, a 
small crust is seen at each point that has 
been treated. These crusts should come 
away of themselves and then will leave no 
scar. Even with good technique, one in 
every four or five hairs will reappear. This 
has been explained by the fact that the re- 
action caused by the electrolysis stimulates 
the growth of the down hairs immediately 
adjacent to the ones destroyed and causes 
them to grow large and coarse. 

In this way from fifty to sixty hairs can 
be removed in a session lasting about one 
hour. When one considers that the upper 
lip contains from six hundred to twelve 
hundred hairs, it can be readily seen that 
the process is a slow and trying one. 
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THe TREATMENT OF FRACTURES IN GENERAL PRAC- 
Tice. By Max Page, M.D., F.R.C.S., and W. 
Rowley Bristow, M.D., F.R.C.S. Oxford Med- 
ical Publications, London and New York, 1923. 
Price $3.00. 

In this small volume the authors have 
collected the material for a handy work of 
reference to help the general practitioner, 
the house surgeon, and the medical student. 
In their preface they note that the general 
use of the x-ray in examining fractures has 
educated the public so that they have become 
more critical of the terminal results of frac- 
tures and from time to time ventilate their 
grievances in the courts. What was good 
enough twenty years ago will not do to-day, 
and during the last decade considerable 
changes in the methods of handling frac- 
tures have been made. This work is the 
outcome of a Committee of St. Thomas’ 
Hospital appointed to draw up and outline 
a scheme for the treatment of fractures for 
the information of house officers with the 
aim of standardizing as far as possible the 
methods in daily use. It is interesting to 


compare this with the work of the Com- 
mittee of the American College of Surgeons 
in their efforts to publish a standard of frac- 
ture treatment for the American hospitals. 
The authors not only accomplish what 
they have set out to do but have done it ex- 
tremely well, and there is nothing but com- 
mendation due them for their effort. The 
text has been carefully written, the subject- 
matter chosen with caution, and the guid- 
ing hand of Sir Robert Jones, to whom the 
authors acknowledge indebtedness, can be 
seen in many places in the book. Their ad- 
vice as to the gentle handling of the parts 
and strictures against any unnecessary effort 
being made to elicit symptoms and signs; 
their emphasis on syphilis being the most im- 
portant cause of delayed union; their warn- 
ing against the production of ischemic 
paralysis by constriction of the blood-vessels 
with bandages or splints; their use of the 
bivalved plaster splint instead of the en- 
circling constricting type so commonly em- 
ployed ; their emphasis on the use of physi- 
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cal methods to restore function ; their warn- 
ing to the general practitioner that open 
operations should never be undertaken un- 
less full facilities are available for the most 
meticulous surgical technique, and then only 
by those who have special experience in 
such procedures; the statement that every 
case of a sprained wrist should be examined 
with the x-ray in order to exclude a frac- 
ture of the lower end of the radius or of a 
carpal bone, are not only indicative of the 
care with which the book has been prepared, 
but also, and more important, of their surgi- 
cal experience with fractures which allows 
them to speak authoritatively. 
WwW. E. L. 


A TExT-BooK oF PRACTICAL THERAPEUTICS. With 
Especial Reference to the Application of Re- 
medial Measures to Disease and Their Employ- 
ment upon a Rational Basis. By Hobart 
Amory Hare, B.Sc., M.D., LL.D.; 19th edition, 
enlarged, thoroughly revised, and largely re- 
written; illustrated with 144 engravings and 

' & plates. Lea & Febiger, Philadelphia, 1925. 
Price $7. 

The following text being the Preface of 
the Nineteenth Edition of this Text-book of 
Practical Therapeutics is appended: 

“The continued cordial receipt of this book 
on practical therapeutics has been a great 
stimulus in the preparation of this the nine- 
teenth edition. Many additions have been 
made to the text which present new or im- 
proved methods of administration or of 
treatment, or which, by reason of advances 
made by research, have been placed upon 
a scientific foundation instead of resting 
upon pure empiricism. The physician not 
only wants to know what to do, but also is 
desirous of knowing why he does it.. Much 
that bedside practice has proved useful is 
still based on empiricism and must be ex- 
plained by further research, but as-Sir Clif- 
ford Allbutt has well said, if pioneers 
waited for cartographers to map out new 
fields no new country would be found. All 
the newer remedies which the author: be- 
lieves to. be worthy of employment by his 
readers have been included, and. some of 
those whose importance has. waned, as. our 
knowledge of disease and their effects: have 
developed, have beer excluded, but many 
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other remedies no longer official and rela- 
tively little used are also retained in the 
text, because the physician from time to 
time wants information concerning them. 
“Those who do not devote themselves 
especially to the subject of therapeutics are 
prone to think that little change in this 
department of medicine takes place from 
year to year, but this is entirely erroneous. 
Not only are new remedies constantly intro- 
duced which prove their worth in appro- 
priate cases, but modifications of old ones 
are constantly made. Thus we find sulph- 
arsphenamine as a worthy substitute far 
arsphenamine, and also that silver arsphena- 
mine, at one time thought a rival to the 
older drug, seems lacking in popularity. 
Again we have the introduction of insulin, 
a most powerful remedy for good if prop- 
erly used, and equally powerful for harm 
if not used with care. Its introduction has 
in one sense changed the therapy of dia- 
betes. Several of the synthetic drugs, be- 


fore us for years as efficient relievers of 


pain, have been fortified by adding to them 
other synthetic substances whereby pain is 
relieved and sleep is procured. One ‘would 
have supposed that we knew all we might 
as to the value of iodine in goiter .and 
exophthalmic goiter, it being considered, 
until recently, contraindicated: in: the latter 
state, whereas we now know that it is most 
valuable in both states, that it is definitely 
contraindicated in adenomatous goiter with 
hyperthyroidism, and that when given in 
exophthalmic goiter and then stopped tlie 
patient not only relapses but often. becomes 
worse than before. = ete 
“By copious cross-references between the 
different parts of this volume one can gain 
a correct idea of the proper use:of remedies 
in detail, for the first portion: deals with 
drugs and the latter part deals with diseases. 
Thus, although insulin is discussed in Part 
II, under diabetes mellitus definite direc- 
tions are given as to treatment and the ap: 
plication of insulin in those who. need it: 
“The. effort has: been made to make the 
text as it stands to-day as up to date‘ as if 
the book had been published: for the: first 
time-in 1925. In none of -the preceding 
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editions have so many alterations and addi- 
tions been made, partly because advances in 
rational therapy have been remarkably great 
since the eighteenth edition appeared. Many 
drugs have been dropped from the new U. 
S. P. and many have been transferred to 
the pages of the National Formulary (N. 
F.). Although these latter changes mean 
little to the physician in practice they pos- 
sess importance to the student.” 


PRAcTICAL ANESTHETICS. By H. Edmund G. Boyle, 
M.R.C.S., L.R.C.P., and C. Langton Hewer, 
M.B., B.S., M.R.C.S., L.R.C.P. Third edition. 
The Oxford University Press, London and 
New York, 1925. Price $2. 

In a small volume of less than 200 pages, 
including the index, the third edition of this 
little handbook, which first appeared in 
1907, is now before us with the statement 
that it has been almost completely rewrit- 
ten in order to bring it up to date. The 
authors have recognized that American ex- 
perience is of value and have included a 
chapter on Blood Pressure During Anes- 
thesia, especially written for them by Dr. 
McKesson of Ohio. 

The book is copiously illustrated, but to 
some of the illustrations we must take ex- 
ception, as, for example, that which gives 
Sylvester’s method of performing artificial 
respiration, which shows the posture of the 
patient with the head thrown far back and 
far below the level of the table, which is 
distinctly wrong. Martin and the author 
showed many years ago that the head 
should be thrown forward and the neck 
extended. In the quoted position the soft 
palate is strapped over the root of the tongue 
and prevents any air going in through 
the mouth. If the head is extended and 
pushed upward as the patient lies on the 
table, the soft palate is lifted from the root 
of the tongue and the epiglottis is also 
raised. Further, in the illustration which we 
call attention to, the operator stands at the 
head of the patient, although a little to one 
side, and presses on his floating ribs. This 
does not give the maximum air supply as 
is obtained by the physician kneeling over 
the patient and pressing his ribs. It would 
be quite impossible if the patient was a 
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heavily built individual to use the adductor 
muscles of the arms with sufficient vigor to 
produce respiration according to the method 
recommended in this volume. On the other 
hand, if the physician is kneeling astride of 
his patient he can throw his weight upon 
the floating ribs as well as use any force 
that may be needed by the employment of 
his arm muscles. 

Naturally the book will appeal much 
more to English anesthetists than it will to 
Americans. 


We note with interest that the authors 
believe that the “A. C. E.” mixture does not 
compare in safety with the open ethyl 
chloride ethanesal sequence which they 
recommend. Neither of these methods is 
particularly popular in this country. 


INFECTION, IMMUNITY, AND INFLAMMAT:ON. By 
Fraser B. Gurd, B.A., M.D., F.A.C.S. The C. 
V. Mosby Company, St. Louis, 1924. Price $5. 


The intent of this book is to present a 
study of the phenomena of hypersensitive- 
ness and tolerance and their relationship to 
the clinical study, prophylaxis and treat- 
ment of disease. The author points out 
that since the discovery of the phenomenon 
of anaphylaxis in 1906, the attention of 
immunologists throughout the world has 
been directed in large measure to the study 
of hypersensitiveness and its relationship 
to other immunologic processes. Fully 
recognizing that this subject is far from 
being complete as to our knowledge con- 
cerning it, nevertheless Dr. Gurd_ has 
thought this an opportune moment to sum- 
marize what has been accomplished so far. 
Now and again he adds his own views, 
which possess value, if for no other reason 
than, as Lecturer in Applied Immunology 
and in Surgery in McGill University, he 
has done much in the study of this impor- 
tant subject. 

There are twenty-six chapters in the 
book, which make up 315 pages. We have 
not space to note each one of them. The 
author naturally begins with a consideration 
of the defensive and offensive reactions of 
the body against irritants, including serum 
reactions and cellular reactions, and then 
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by a natural process of development con- 
siderers infection and infectious agents, 
immunity, acquired immunity, anaphylaxis, 
and hypersensitive conditions. 

In Chapter X he deals with Desensitiza- 
tion, and in Chapter XVI with Allergy. 
After this he takes up the Function of the 
Leucocytes as Immunizing Factors. There 
are other chapters in which he classifies 
inflammatory reactions, and one upon the 
application of the immunizing principles to 
the prevention and treatment of disease. 
The last chapter is entitled “Therapeutic 
Guidance of the Acute Inflammatory Re- 
action.” 

The book is printed in large type, heavily 
leaded, contains many references to the 
literature of the subject, and presents in a 
condensed form a great amount of study 
which is so clearly expressed that he who 
reads the text feels that he is getting a 
knowledge of practically all that can be had 
in regard to this important but as yet partly 
undeveloped subject. 


An ArricAN HoLmway. By Richard L. Sutton, 
M.D., LL.D. Illustrated. The C. V. Mosby 
Company, St. Louis, 1924. Price $2.25. 


The text of this volume is printed on 
heavy paper in large type. It is the story, 
as its title indicates, of a trip taken by the 
author, who is not only a medical man, but 
a Fellow of the Royal Geographic Society 
of Great Britain. He begins the volume by 
telling us that all good sportsmen eventually 
go to Africa, if not in this life, then as a 
sort of reward of merit in the next. He 
then assures us that an African shooting 
trip nowadays is a comparatively simple 
affair, requiring time, inclination, and a lit- 
tle means, and can be easily and safely 
undertaken by any able-bodied man _be- 
tween the ages of sixteen and sixty-five. 
He further asserts that the long and tire- 
some treks soon are forgotten and that the 
memories of painful and disagreeable inci- 
dents quickly fade. 

The illustrations show natives that he 
met, animals that he slew, and thorns that 
he encountered. 

It is not often that a medical man takes 
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the time to make such a trip and then has 
the opportunity to record his experiences, 
but it is evident that the present author was 
not only armed with enthusiasm and guns, 
but with a camera as well as a rifle. 


BAcTERIA IN Retation TO Man. A Study in 
General Micro-Biology. By Jean Broadhurst, 
Ph.D. Illustrated. The J. B. Lippincott Com- 
pany, Philadelphia, 1925. Price $3. 

We are told by the publishers that this 
volume is one in the list of Lippincott’s 
Nursing Manuals. Why it should be in- 
cluded in this list is not clear, as it is cer- 
tainly far too technical to make it useful 
or necessary for the undergraduate, or even 
the graduate, nurse. The volume opens 
with a picture showing the individual re- 
sistance in plants, as illustrated by the be- 
havior of the several varieties of tomatoes 
growing on Wilt-infected soil. A good 
many historical data are given beginning 
as far back as 1536, and even prior to that 
date, for there are references in some in- 
stances to 312 B. C. There are chapters 
upon bacteria and protozoa, upon air, water 
and milk, upon the relationship of micro- 
organisms to human disease, and upon 
molds, including yeast, and the use of the 
microscope. 


Mopern Aspects oF SypHitis. By M.J. Horgan, 


M.B., B.Ch., etc. The Oxford University Press, 

London and New York, 1925. Price $1.75. 

This book is apparently a reprint of the 
original text which first appeared in 1923. 
It opens with a word by Finger of Vienna 
written in 1923. In the space of less than 
150 pages, including a bibliography, the 
author includes a number of charts, or 
illustrations, and in eleven chapters deals 
with the pathology of early syphilis, with 
the changes in the cerebrospinal fluid and the 
methods employed in its examination, with 
the virus in the meninges, with the value 
of lumbar puncture and when it should be 
done, with what he calls metasyphilis, skin 
allergy, and the luetin reaction, the non- 
specific factor, and specific therapy. There 
is also an index giving various tests which 
are more or less commonly employed in the 
study of this disease. 
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TExt-BooK OF PuysioLocy. For Medical Students 
and Physicians. By William H. Howell, Ph.D., 
M.D. Ninth edition, thoroughly revised, il- 
lustrated. The W. B. Saunders Company, 
Philadelphia, 1924. Price, cloth, $6.50. 

It is just twenty years since the first edi- 
tion of Howell’s Physiology appeared, and 
since that time, in addition to the several 
editions, the appearance of which we have 
called attention to in the GazeETTE, there 
have been a great many reprintings, show- 
ing that the book has proved itself a com- 
petent, trustworthy, and valuable guide to 
undergraduate students of medicine when 
called upon to study this important subject. 

It is most unfortunate that students dur- 
ing their undergraduate days do not fully 
recognize the importance of becoming thor- 
oughly trained in this department of med- 
ical learning. Too often they consider it 
merely as a subject which they are forced 
to study in order to get a degree, when in 
reality they should recognize that unless one 
is well founded in physiology the practice 
of medicine will prove only half as inter- 
esting as it should be, and that many sub- 
jects difficult of comprehension at the bed- 
side would be perfectly clear if they had 
imprinted clearly in their memories the facts 
which they should retain from their student 
days. With these ideas in mind, Dr. How- 
ell prepared his text and has successfully 
accomplished a task which is doubly diffi- 
cult, for on the one hand he has made the 
book a credit to American physiology from 
the standpoint of science, and has also pre- 
pared his text in such a way that the student 
has an opportunity of seeing its practical 
application and can peruse it readily. The 
book stands out to-day, as it always has, 
as a notable contribution to medical litera- 
ture by a distinguished physiologist. 


Précis DE CLINIQUE SEMIOLOG:QUE. Diagnostics, 
Pronostics et Traitements. By Gaston Lyon. 
Masson et Cie, Paris, 1924. Price 28 francs. 
Gaston Lyon is one of the most assiduous 

medical writers of to-day. We have only 

recently reviewed a large volume in which 
he dealt wth cardiac disease. He has also 
written books upon digestive disorders, 
upon the pathology and treatment of intes- 
tinal neuroses, and still another upon 
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diseases of the stomach. Furthermore, in 
collaboration with others, he has published 
a therapeutic summary. The present vol- 
ume, which is printed in small type, con- 
tains an immense amount of information 
and quite an exhaustive index. There are 
practically no illustrations. It is essentially 
a book upon diagnosis with little reference 
to the views of others except when they are 
particularly noteworthy. 

So few medical men in America are fa- 
miliar with the French language that we fear 
that this book will not have a large circula- 
tion in this country, but to those who can 
read French this text can be confidently 
recommended, since its perusal will provide 
the physician not only with facts which he 
can obtain from American books on this 
subject, but many from the French School 
of Medicine as well. 


CoMMoN INFECTIONS OF THE FEMALE URETHRA 
AND Cervix. By Frank Kidd, M.D., M.Ch., 
F.R.C.S., and A. Malcolm Simpson, B.A., M.B., 
D.P.H., with additional chapters by George T. 
Western, M.D., and M. S. Mayou, F.R.CS. 
The Oxford University Press, London and 
New York, 1925. Price $2.50. 


In less than 200 pages the multiple au- 
thors of this volume discuss this subject in 
quite an exhaustive manner. They deal 
with general diagnosis and general treat- 
ment, and then with special diagnoses and 
treatment, including vulvitis, cervicitis, and 
Bartholinitis. Then come chapters upon 
the treatment of cervicitis, endometritis, 
and inflammation of the surrounding organs 
and tissues. There is also a chapter upon 
ophthalmia neonatorum, a discussion of the 
bacteriology of these diseases by Western, 
and a chapter upon Proctitis, Osteitis, and 
Vaccines. 

The book is intended to be a presentation 
of the methods which these authors employ 
in their own practice, although they recog- 
nize constantly the need of their using plans 
instituted by others. It is definitely an 
essay rather than an exhaustive contribu- 
tion to this subject: He who treats this 
class of cases, however, will find many 
valuable suggestions as to the methods 
which he should pursue. 











SurcicaL PatHoLocy. By William Boyd, yo. 
M.R.C.P. Ed, F.R.S.C. IIlustrated. W. 
Saunders Company, Philadelphia and ue 
1925. Price, cloth, $10.00 net. 

In this book Dr. Boyd has given due con- 
sideration to the help which pathology may 
give the surgeon. Indeed he has written 
from the standpoint of one who considers 
the major function of pathology that of 
throwing such light on abnormal conditions 
as may most effectively assist in ameliora- 
tion or cure. He has excellently sum- 
marized the clinical features of most of the 
conditions described, thus bringing together 
in an illuminating fashion symptomatology 
and pathology. From the pathological stand- 
point his directions for the collection of 
specimens are apt and most serviceable. He 


has based his teaching upon a large prac-: 


tical experience, including the study of liv- 
ing pathology observed in the operating 
rooms. 

Under the heading general pathology are 
included the subjects usually thus consid- 
ered, including Hemorrhage, Thrombosis, 
Embolism, Surgical Shock, Syphilis, and 
Tuberculosis. 

Bacteriology is considered entirely from 
the surgeon’s standpoint, as indeed are all 
the subjects with which the author deals. 

Bearing on Shock, the author accepts the 
view that an empty state of the vessels is 
found in all varieties of this condition; that 
this empty state of the larger vessels is due 
to universal loss of capillary tone and also 
an increased permeability of the capillary 
walls. The capillary paralysis appears to 
be due to the effect on the brain of abnor- 
mal impulses whether nervous or toxic. 

A tumor is aptly defined as “a growth of 
new cells which proliferate without control 
and which serve no useful purpose.” The 
author confesses that the essential cause is 
entirely unknown. An explanation which 
rests upon a belief in a slight excess of a 
normal physiological tendency is not ade- 
quate. The theory of parasitic origin is 


received with favor. 
In the chapter devoted to the Thyroid 
Gland there is an ingenious and most help- 


ful connoting of pathology, physiology, and 
therapeutics. 


As to Epithelioma of the Lip, 
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the author has no explanation of its greater 
incidence on the lower lip, excepting that 
the predisposing cause may be due to 
trauma. The pipe-smoking theory has long 
since been exploded. He accentuates all 
through his chapters on Malignant Growth 
the need of an early recognition of pre- 
cancerous conditions and prompt ablation 
or destruction by mechanical means. 

Bearing on Chronic Appendicitis, Boyd 
remarks that the pathological report de- 
pends largely upon the personal views of 
the pathologist, and it has been said that 
to-day every appendix is condemned by 
some pathologist somewhere. The author 
further remarks that if a fibrosed appendix 
is found in a case of chronic digestive dis- 
turbance it is hardly justifiable to assert 
with confidence that the condition has been 
merely one of chronic appendix. The after- 
history may tell a very different tale. 

In the section on Gall-bladder and Liver 
an excellent résumé of the physiology of 
this organ is given with reference to the 
admirable work of Auster and Crohn. This 
seems to deal a serious blow to Lyon’s idea 
that the result of the use of magnesium sul- 
phate is an emptying of the gall-bladder. 

The cause of death in acute pancreatic 
necrosis is attributed to the overwhelming 
of the patient by the poisonous split protein 
products formed as the result of the partial 
digestion of the pancreatic tissues. 

Concerning peritoneal adhesions it is 
pointed out that the majority of these are 
temporary and disappear when their work 
is done. Some become vascularized and 
converted into true fibrous tissue. There 
is no evidence that adhesions may grow 
stronger owing to continuous traction. An 
adhesion is merely a scar, and no scar be- 
haves in this way. 

In the section devoted to the Upper 
Urinary Tract the author notes: “The two- 
most important non-protein nitrogenous 
substances in the blood are urea and crea- 
tinine. The blood urea normally averages 
from 12 to 20 mgrms. per 100 cc, the crea- 
tinine 1 to 2.5 mgrms. per 100 cc. A urea 
of over 100 or a creatinine of over 5 should 
be regarded as an absolute contraindication 
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to operation on a prostate which has been 
the cause of a long-standing obstruction. 
Both of the tests are comparatively simple, 
and require no complicated apparatus.” 

Thereafter there is a brief description of 
the Backaches. In the section on Hydro- 
cephalus the work of Dandy is quoted as a 
proof of the usual inflammatory nature of 
this affection. 

There is a section on Traumatic Intra- 
cranial Hemorrhage in the New-born in 
which the immediate and remote symp- 
toms are given, the author stating that if 
the condition be diagnosed early and blood- 
clot localized, brilliant results may be ob- 
tained by clearing out the contents of the 
subdural space. 

These excerpts might faintly indicate the 
scope of the work and its supreme value to 
the surgeon. 


LocaL ANESTHESIA SIMPLIFIED. By John Jacob 
Posner, D.D.S. Illustrated. The C. V. Mosby 
Company, St. Louis, 1924. 


As the title of this book would suggest, 


the author has made a special effort to be 
brief, clear, and to supplement his text by 
ample illustrations. He particularly empha- 
sizes two injections: the supraperiosteal one 
for infiltration anesthesia and the mandi- 
bular one for block anesthesia. With these 
injections alone he states it would be possi- 
ble to treat 95 per cent of the cases that 
arise in ordinary practice. 

The author describes a standard arma- 
mentarium and in satisfactorily minute de- 
tail those instruments which should be in 
common use. The needles advised are plati- 
num-iridium for infiltration, 1 inch, 25- 
gauge; for conduction, 1% inch and 22- 
gauge. The syringe capacity is 3 cc; the 
novocain-suprarenin solution is kept in am- 
poules. 

It is worthy of note that the author’s 
syringe has a lock device for the needle; 
owing to its simplicity the needles may be 
changed rapidly. The platinum-iridium 
needle has the merit of neither bending nor 
rusting readily. Infiltration anesthesia calls 
for a fine flexible needle; for mandibular 
injection a stout needle is advisable, 22- 
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gauge, 144 inches long. The mandibular 
needle should never enter to a greater depth 
than three-quarters of an inch. 

There is a brief, well illustrated and per- 
fectly clear chapter on the nerve supply of 
the jaws. Thereafter a chapter on bone 
structure, a brief mention of the old tech- 
nique of infiltration, a section on the 
present technique most clearly described and 
illustrated. 

Authorities are unanimous in accrediting 
Dr. Halsted with being the first to suggest 
nerve blocking. The dental profession is 
particularly indebted to him, since he has 
provided a most efficient means of obtain- 
ing complete anesthesia in the mandible. 
As a token of appreciation Posner has as 
the first illustration of his book a picture of 
William Stewart Halsted. 

Block anesthesia is so well described that 
even one who has made no previous study 
of the method could scarcely fail to accom- 
plish it on first trial. The author notes that 
by an injection at the infraorbicular fora- 
men, the needle being introduced through 
the mucobuccal fold between the central and 
lateral incisor and advanced upward and 
backward until it has reached the foramen, 
will cause anesthesia which embraces the 
central, lateral and canine pulps, the over- 
lying mucous membrane, periosteum and 
bone, and the side of the nose and upper 
lip. This injection is rarely employed since 
the simple periosteal injections if properly 
placed will accomplish the same end. A 
single injection of the maxillary tuberosity 
will interrupt the posterior superior dental 
nerve before it gives off its branches to the 
molars. The third and second molars are 
usually anesthetized by this injection, but 
the first molar requires the assistance of 
infiltration. The bicuspids are best anes- 
thetized by simple subperiosteal infiltration 
at the mucobuccal fold. 

As to the use of local anesthesia in den- 
tistry, this often enables the dentist to per- 
form work which otherwise would not be 
possible. 

Where the operation is of such a nature 
that pain is expected, it is advisable to ad- 
minister a sedative before the patient leaves 
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the office. This takes the form of a tablet 
of pyramidon, with two more to be given to 
the patient three hours later if pain begins 
to manifest itself. 

An excellent book this, containing much 
in brief space, admirably put and expressed 
with that clarity which comes only to him 
who has not only the theoretical but practi- 
cal knowledge of his subject. 


OPERATIVE SURGERY. (Volume VI—the final vol- 
ume.) By Warren Stone Bickham, M.D. and 
Phar.M. (Tulane), M.D. (Columbia), F.A.C.S. 
Illustrated. W. B. Saunders Co., Philadelphia 
and London, 1924. Cloth, $10 per volume. 
Sold by subscription only. Index volume free. 


The sixth and last volume of Bickham’s 
Operative Surgery includes operations on 
genito-urinary organs, both male and fe- 
male; operations on the new-born; and op- 
erations for deformities and disabilities not 
included in preceding chapters. 

It will be remembered that Bickham con- 
fines himself to operative technique, pre- 
ceding each chapter by a brief but entirely 
satisfactory anatomical presentation of the 
region or organ under discussion, and there- 
after following by a description of all the 
accepted or rational methods by which a 
given end may be attained. This in most 
satisfactory detail and admirably illustrated. 

Thus in the chapter headed Operations on 
the Seminal Vesicles and Ejaculatory Ducts, 
the first one of this volume, there is a de- 
scription of these organs, including their 
placement, their dimensions, their anatom- 
ical relations, and their blood, lymph and 
nerve supplies. There is then a general dis- 
cussion of operations upon them. The three 
usual routes of exposure are set forth. The 
details of these exposures are given with all 
the clarity needful for the surgeon who pro- 
poses to operate, after his preliminary cada- 
veric practice. 

The next chapter is devoted to Opera- 
tions on the Prostate Gland, the subject- 
matter being treated in the same manner. 
Thereafter follow Operations on the Fe- 
male Urethra, Operations on the Female 
Generative Organs, Operations upon the 
Vagina, Including the Perineum; Intra- 
vaginal Operations upon the Cervix Uteri 
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and upon the Cavity and Body of the 
Uterus; Operations upon the Intraperi- 
toneal Female Generative Organs by the 
Vaginal Route; Operations upon the Fe- 
male Intraperitoneal Organs Through the 
Inguinal Canals; Intra-Abdominal Opera- 
tions upon the Ovaries, Ovarian Ligaments, 
Fallopian Tubes, and for Intrapelvic Infec- 
tion; Intra-Abdominal Operations upon the 
Uterus, Round Ligaments, and Broad Liga- 
ments; Operations upon the Pregnant Ute- 
rus and its Contents; Operations upon the 
Puerperal Uterus and Vagino-Perineum; 
Operations for Ectopic Pregnancy. 

It is noteworthy and to be commended 
that Bickham has included in his section on 
Operations on the Pregnant Uterus and 
its Contents, manual aid in the delivery of 
the child in the various presentations other 
than by version (which is separately given) 
and forceps delivery, together with the de- 
struction and extraction of living and dead 
children and removal of retained contents 
of the postpartum uterus. 

So rapid has been the advance in all de- 
velopments of surgery, and this includes 
surgical technique, that he who has been 
actively engaged in the daily work of his 
profession has not found it too easy to keep 
abreast of the times even in those operative 
procedures which he is called upon most 
frequently to perform. Bickham, a dis- 
tinguished scholar and clinician, has col- 
lected for him all that is best and most 
modern, has, in the main, eliminated the 
useless, has described with singular clarity 
the accepted methods of procedure, has 
still further elucidated his teaching by ad- 
mirable illustrations. 

The whole profession owes to him a debt 
of gratitude, and each individual owes to 
himself the possession of this work as a 
matter of quick and ready reference, ren- 
dered still more valuable by a general index 
coming in a separate volume. The timeli- 
ness and need of this work are obvious. 
There can be no question of the reception 
which will be accorded it, nor, considering 
what it offers to the surgeon, will the sum 
invested in its purchase prove other than a 
wise economy. 
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Vaccination in 1813. method, as practiced in 1813. The original 

A friend has sent us the following copy we believe has recently been deposited in 

of documents which have historical interest the State Archeological Collection in the 
in regard to vaccination, by the direct State House in Columbus, Ohio. 
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DIRECTIONS FOR PERFORMING 
VACCINATION. 


Addressed particularly to those who have but 
little experience in this practice, and who may 
be supplied with matter from this Institution. 


The genuine Vaccine matter is put up by the 
subscriber, for distribution, in four differerit 
forms, viz: on glass, on thread, on the point of 
vaccinators or lancettes, and in the crust. To 
prevent any imposition it may, at all times, be 
had put up under the seal of this institution—it 
may be depended on, as coming from the under- 
signed, if it be accompanied with his signature, 
and the seal be found unbroken, when the matter 
is about to be used. It is always advisable to 
use the matter as soon after it is received as may 
be convenient. Time and various accidents, such 
as heat, moisture, etc., will often.render it use- 
less, and it will not take effect; but there is no 
accident to which it can be exposed, that will 
produce any dangerous alteration in its quality. 

When the matter on a vaccinator is to be used, 
all that is necessary to be done, is to dip the 
infected point of the instrument into some com- 
mon spring or rain water (to dissolve the virus) 
and with it, immediately, to make a number of 
little punctures into the arm, midway between 
the elbow and shoulder; all these punctures 
should be so slight, as scarcely to draw the blood; 
and so near to each other that a grain of wheat 
would cover the whole of them. If the matter 
on glass or in the crust is used, it may be in- 
setted in the same way, by puncturing the skin, 
er by making a slight incision with the edge of 
the vaccinator, not. exceeding one-eighth of an 
inch in length. Sometimes two or three incisions 
are made parallel with and very near to each 
other, by which means the chance of succeeding 
in the operation will be so much the greater, 
without giving any additional inconvenience to 
the patient. The matter on glass or in the crust 
must always be rendered fluid, or formed into 
a thin paste with a little water before it is used; 
this can be very conveniently done by dipping 
the blunt end of the vaccinator into the water 
and applying it to the crust or glass—the dis- 
solved matter may be then readily taken up 
on the point of the vaccinator, and inserted 
directly into the incisions or little punctures just 
described. 

When the thread is used, a small piece of it 
(say one-tenth of an inch in length) is to be 
inserted into an incision made as above directed; 
and it may be confined in its place, with a small 
bit of adhesive or common sticking plaster, but 
the plaster must not be suffered to remain on 
the arm above one or two days. For children 
who are careless or ungovernable, and whose 
arms are liable to be scratched, or otherwise 
injured; and also, in all cases where any danger 
is to be apprehended from the small pox, should 
.the operation fail to take effect, it is advisable 
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to insert the matter in both arms at the same 
For young children, who are yet unable 
to injure their arms in any manner, it is sufficient 
if the matter be inserted so as to produce only 
one pock, 

If the operation succeeds, a small pimple or 
rising in the skin is observable on the third or 
fourth day; this daily enlarges itself until the 
eighth or ninth day, when it is usual to find a 
pock as large as the half of a pea, and some- 
times larger. The center of this pock is always 
observed to be depressed below its edges; and 
when completely formed (say from the seventh 
to the twelfth day) it is of a pale white lead 
colour, somewhat resembling a blister containing 
a clear fluid. The matter taken out of the pock 
is always limpid; and as clear and transparent 
as the purest water. If the pock is not injured 
it will soon become dry, without effusing any 
matter; and a smooth dark coloured scab or 
crust will succeed. This crust generally adheres 
to the arm until the seventeenth day, often to 
the twentieth, and sometimes to the thirtieth day. 

On the eighth or ninth day after the insertion 
of the vaccine matter, if it has taken proper 
effect, a slight inflammation will take place sur- 
rounding the vaccina or pock, and continue 
three or four days. As the pock becomes dry, 
the inflammation (which is seldom great unless 
the arm gets injured by some accident) will sub- 
side without any application to it. During the 
period of inflammation, and sometimes on the 
day preceding it, the patient complains of sore- 
ness under the arm, and is subject to more or 
less fever. This fever, however, is never danger- 
ous, and will always go off without any other aid 
than keeping the patient cool. No medicine is 
required, neither is any particular regimen or 
diet necessary. The patient in all cases may live 
as usual, and follow such employment or take 
such exercise as he has been accustomed to, ob- 
serving only to keep the arm as much at rest as 
possible, until the inflammation subsides or dis- 
appears; and keeping it always in remembrance, 
that if any injury has been done to the arm, by 
which the regular process of the pock, as above 
described, may have been interrupted; or by 
which the pock itself may have been destroyed, 
before the vaccine process has advanced far 
enough, to produce that particular constitutional 
effect, which alone can be of any service; the 
operation ought.not to be depended on as.afford- 
ing any security against the.small. pox, but should 
be repeated again 4s soon as convenient. 

Every state of the body consistent with good 
health, and every age from the most tender in- 
fancy to the most advanced period of life, is 
proper for vaccination. From the third to the 
fifth month of childhood is however the best age. 
The moderate months of spring and autumn, are 
more suitable to this operation than the extremes 
of either summer or winter; but no season ef the 
year forbids its use. 
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There are many reasons to believe that vac- 
cination will sometimes eradicate the most ob- 
stinate cases of scrofula or kings evil; and vari- 
ous cutaneous affections are certainly known to 
have been cured by this remedv. But it is not 
true as has been asserted, by prejudiced and 
ignorant ‘persons, that the genuine kine pock has 
ever produced or been the cause of any other 
complaint whatever. 

When the vaccine crust becomes perfectly dry 
and hard, or gets loose, it ought to be taken off 
and put up in a little fine cotton or wool, and 
then folded in a small bit of clean white paper, 
on which should be written the name of the per- 
son from whom it was taken, and the time when 
it came off. This direction ought to be strictly 
regarded, particularly if the progress of the 
disease, has not been carefully attended to, by 
some experienced practitioner’ To children 
(whose attention can be fixed in this way) it is 
oftentimes advisable to offer some small pecuni- 
ary or other appropriate reward, to induce them 
to be careful to save their vaccine crusts; for 
when they get loose, they are very apt to drop 
off, and be lost before they are aware of it. The 
importance of a strict observance of this direc- 
tion will appear fully evident, when it is con- 
sidered, that a careful examination of the shape, 
size, colour, texture, consistence, etc., of these 
crusts, will always afford a decisive test of the 
efficacy of the operation which produced them; 
and if any serious mistake has been made, 
whereby the person supposed to have been vac- 
cinated is nevertheless still left liable to take the 
small pox, the error may be thereby readily de- 
tected; and such advice can be given, as will 
certainly prevent the mischief which might other- 
wise ensue. Founded on this established principle, 
the subscriber has proposed to examine all such 
vaccine crusts, as may be sent to him for that 
purpose; and he will give certificates of their 
safety. to all those who may be found to have 
been effectually vaccinated; or in cases where 
any mistake may have been made, he will forward 
letters of advice recommending what should be 
done. These services will be rendered free of 
any charge to all those who may be supplied with 
matter from this Institution; but a fee of fifty 
cents will be required for every certificate of the 
examination of any crust, that may be derived 
from other sources. 

As any vaccine crust can be now submitted to 
the examination herein proposed, from any part 
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of the United States, without any cost whatever, — 
by enclosing it in a letter, and addressing the © 
same, through the medium of the post office, to © 
the undersigned, he would hope that his fellow ~ 
citizens, generally, will be induced to partake of | 


the advantages which, it is evident, may result ~ 


to them from this proceeding. Vaccination may 
thus become perfectly well understood; and ere © 


long, a reasonable hope may be entertained, that. a 


we shall finally be able to extirpate the small q 
pox from among us. 
James SmitH, Agent for Vaccination, 
Baltimore. 


Vaccine Institution, State of Maryland, March 24th, 
1813. 
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Electrocautery in Leucorrhea. 


Whymbak, Oyster Cove, 
Tasmania. 


Oct. 12th, 1924. 
To the Editors of the THERAPEUTIC GAZETTE. 
Dear Sirs: In your issue of May 16, 
1924, is a most interesting article on “Cer- 
vical Leucorrhea” by Howard A. Kelly, 
M.D. I have never perused one in your 
valuable journal that has given me greater 
pleasure. My father, the late W. L. 
Crowthers, F.R.C.S. E., was a strong ad- 
vocate for the treatment (of the condition 
as described) with the actual cautery and 
nothing else. I assisted him when a stu- 
dent at the hospital and in private before 
I went to England and after my return. 
Until now this and no other treatment did I 
use, only in some mild cases I substituted 
the thermocautery. My verdict is the same 
as Dr. Kelly and the late W. L. Crowthers. 
This and this only is of any real value in 
cervical leucorrhea. 
Yours truly, 
Epwarp L. CrowTH_ers, M.D. 


or” 








